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NURSES TO BE HONORED 


Although the total number of active nurses 
and students enrolled in schools of nursing is 
greater than ever before in history, there re- 
mains a shortage of nursing personnel. 


To help meet a major problem facing an 
increasingly health-conscious America, that of 
bringing the supply of nursing personnel into 
better balance with the demands for nursing 
service, a resolution designating October 11-16 
as National Nurse Week passed both houses 
of Congress and was signed by President Eisen- 
hower on August 23. 


As a means to interpret nursing more fully, 
serve as a basis for a wide variety of community 
projects throughout the nation, stimulate stu- 
dent nurse recruitment, and dramatize the serv- 
ice which nurses are performing in all types of 
health and hospital programs, the observance 
will honor the professional nurses of America 
on the one hundredth anniversary of Florence 
Nightingale’s historic service to the sick and 
wounded in the Crimea. 


Emphasis will follow the positive approach, 
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pointing out the contributions nursing person- 
nel is making to.the nation’s health, welfare, 
and defense, but the week affords an excellent 
Opportunity to spearhead recruitment. Activi- 
ties'in connection with the annual affair will 
be coordinated by a committee composed of 
representatives of the sponsoring organiza- 
tions, American Medical Association, American 
Nurses Association, National League for Nurs- 
ing, American Hospital Association, and the 
United States Department of Defense, Depart- 
ment of Health, Education, and Welfare, and 
Veterans Administration. 

What can the individual physician do to 
help the nursing situation? The Committee on 
Careers of the National League for Nursing 
recommends that physicians keep at hand up- 
to-date information about the opportunities for 
nurses, the types of educational programs, and 
other important facts so that they may counsel 
patients or the sons and daughters of patients 
who turn to their doctors for advice about en- 
tering nursing. Also, having available nursing 
career materials in the patients’ waiting room 
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is an effective aid to recruitment. Members of 
women’s auxiliaries have similar responsibili- 
ties in disseminating nursing information and 
in recruitment. 

Even though the nursing supply of the na- 
tion has been increasing steadily each year, it 
is estimated that between 50,000 and 65,000 
professional nurses are needed immediately to 
meet essential demands for nursing service. 

In the five years from 1948 to 1953, the 
number of professional nurses in hospitals and 
schools of nursing increased 12 per cent, and 
with an increase of 46 per cent in the number 
of practical nurses and auxiliary workers, there 
were approximately 30 per cent more nursing 
personnel caring for hospitalized patients in 
1953 than in 1948. However, physicians are 
well aware of the effect on the nursing situa- 
tion created by the increase in the population 
of the United States, the greater number of 
persons who go to hospitals, the more rapid 
turnover of patients, the expansion of hospital 
facilities, the increased number of physicians 
in the nation, the extension of public health 
service, the requirements of military services 
and other government agencies, the shorter 
working hours for nurses, and the like. 

The need for more and better nursing care 
in our hospitals and health agencies is acute, 
and it is a problem touching every person who 
uses nursing service, whether directly or indi- 
rectly. The first National Nurse Week not 
only will focus attention on the achievements 
of nurses but also will spotlight the desirability 
of adding qualified persons to that profession. 


BETTER TO SERVE YOUR COMMUNITY 

Many people feel that members of the med- 
ical profession have held themselves aloof from 
civic organizations. Some are very active, but 


the doctors who do not participate in service 
groups have given the impression that doctors 
as a whole are interested only in persons pro- 
viding a means of income or those sharing 
their profession. 


Although a doctor is one of the busiest pro- 
fessional men, there are those who find time 
to enter wholeheartedly into civic, church, and 
service fields without hurting their practice. 
Belonging to these organizations is not only 
beneficial public relations—wise, but the doctor 
can find that rather than draw him away from 
his family, joining certain groups can actually 
help strengthen family ties. Boy Scouts, school 
boards, alumni associations, YMCA, and YWCA 
are a few which can help the professional man 
keep up with interests which he and his chil- 
dren can and should share. 

Finding time not only to join groups but 
to participate enthusiastically and accept posi- 
tions as officers is a challenge to some. Still 
others make such good officers of local groups 
that they are elected to official jobs in state- 
wide organizations. There are members of the 
Texas Medical Association who have served and 
are serving as mayors of their cities. In almost 
any city or town, regardless of size, there is one 
large entertainment program each year, wheth- 
er it is a parade, a livestock show, a cotton or 
strawberry festival, or something else. A few 
physicians head committees or help organize 
and back the shows on these occasions. 


By sharing common interests with persons 
who are unable to discuss professional experi- 
ences, a hobby club can provide a means of 
activity in which a doctor can make new friends. 

Veterans organizations feel that members of 
the medical profession who share their back- 
ground of service to their country have not ac- 
cepted their responsibility in the organization 
and formulation of policy of veterans’ associa- 
tions. Doctors have failed to realize that, by 
taking no part in the management and mem- 
bership of a group, they cannot expect it to be 
run the way they feel it should be. Because of 
the doctor’s educational background and re- 
sponsibility as a citizen, he should strive to help 
guide others about health needs and problems. 

A large number of physicians are members 
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and officers of lay bodies of their chosen 
churches. In most instances this affords an ex- 
cellent opportunity for the doctor and his wife 
to work together. 

Of course, a doctor cannot join a lot of or- 
ganizations and expect to keep up with his 
practice and medical societies. It is better for 
him to be an active member of two groups 
than to be an inactive member of five. To be 
a member of a group and not attend meetings 
and participate in the activities can be worse 
public relations than not being on the roll of 
any. Holding an active interest in not only the 
medical world but also in the civic, religious, 
and service world can assure the layman that 
the doctor has accepted his responsibility to his 
community as both a physician and a citizen. 


TIME FOR GIVING 


Autumn brings united community drives for 
funds to operate certain services which deserve 
general support. As has been pointed out, com- 
munity chests and united funds are safeguards 
against too much governmental control; they 
provide means to take care of ourselves and our 
neighbors without looking to government for 
help. If this independent and localized solution 
to health, welfare, and character building prob- 
lems is to suffice, however, each person must 
feel some responsibility to share in it. 

The budgets for united campaigns are arrived 
at after careful study not only by the benefiting 
agencies but also by volunteer civic leaders fa- 
miliar with community needs and resources. 





For those who choose to handle their phi- 
lanthropy individually, the community fund 
drive is a reminder that they have a responsi- 
bility and privilege to share in charitable activ- 
ities and that they should reach some decision 
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as to what contributions they wish to make 
during the year. For most, the community fund 
itself is a welcome answer to much of the ques- 
tion because of the care that has marked its 
budgeting, the reduction of overhead expense 
possible through a single campaign, and the 
saving of time otherwise lost in a multiplicity 
of solicitations. 


PROGRAM HELPS AVAILABLE 


County medical society presidents and secre- 
taries this month are receiving a brochure out- 
lining some of the specific program aids which 
the Texas Medical Association is prepared to 
offer, including speakers, recordings of scien- 
tific material, and motion pictures. 

Many county medical societies of medium or 
small membership recently have indicated that 
they would welcome assistance in the develop- 
ment of good programs, and the brochure is an 
effort to meet this expressed need. Although 
most of the facilities listed in the brochure have 
been available for some time, special commit- 
tees have reviewed them and have chosen topics 
and materials of special current interest for con- 
sideration by program committees in the county 
societies. 

The first section of the brochure calls atten- 
tion to a speakers bureau operated by the Texas 
Medical Association in cooperation with the 
larger county medical societies and the Univer- 
sity of Texas Postgraduate School of Medicine. 
A speaker on almost any scientific or socio-eco- 
nomic topic related to medicine as well as on 
any phase of medical organization can be ob- 
tained on thirty days’ notice. 

A series of tape recordings of lectures pre- 
pared by the Audio-Digest Foundation of Cali- 
fornia have been added to the collection of the 
Memorial Library of the Texas Medical Associa- 
tion, and additional tapes will be obtained as 
they become available. Nonillustrated lectures 
require only a standard tape player accommo- 
dating twin-track material at 3.75 inches per 
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second. Some of the recordings are accompanied 
by 2-by-2-inch illustrative slides. 

Recordings of nine postgraduate broadcasts 
transmitted by telephone in 1952, 1953, and 
1954 under auspices of the Council on Medical 
Education and Hospitals of the Texas Medical 
Association and two additional discussions ar- 
ranged by the council also are available, either 
on tapes as described in the preceding para- 
graph or on disks playing at 33% r.p.m. 

Fifty-six select motion pictures chosen by a 
special committee of Travis County Medical 
Society from the collection of the Memorial 
Library are recommended in the program bro- 
chure. These and other 16 mm. films, silent or 
sound, black and white or color, may be bor- 
rowed by county medical societies or individual 
members. 


The only expense to county societies taking 
advantage of the Texas Medical Association 
program helps is the payment of shipping 


charges one way on recordings and motion 
pictures. 


Recognition by county medical society offi- 
cers of the program facilities available to their 
groups from the state organization and fullest 
use of these facilities may help solve some prob- 
lems. Requests for further information will be 
answered promptly by the central office staff. 


Ue Se ee 
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THE DOCTOR AND ACCIDENT AND 
HEALTH INSURANCE 


What kind of accident and health insurance 
protection is most suitable for a doctor? 


A doctor’s earning span starts later, is there- 
fore shorter, and is more intensified than that 


This department of the JOURNAL presénts editorial comments on 
current items pertaining to the science, art, and practice of medicine, 
contributed by members of the Texas Medical Association and others 
closely associated with the medical profession of Texas. Invitation is 
hereby extended to any member of the Texas Medical Association to 
submit such discussions for this department. The discussions prefer- 
ably should be between 300 and 500‘ words in length. 


of most other persons. At middle age a doctor 
is working harder and usually under more 
strain than persons in most other pursuits. Like- 
ly it will take him several years longer than the 
reasonably successful business man to reach an 
economic peak. 


People in active productive life face three 
principal dangers: premature death or dying too 
soon; economic death, which may result from 
living too long; and disability due to accident 
or sickness. 

Inevitable death and taxes can be prudently 
provided for through life insurance and sound 
financial planning. But, just as a birth certifi- 
cate means an eventual death certificate, for 
most people a life span also includes the uncer- 
tainties of accident or illness. 

At a time when the doctor is increasingly 
productive and his personal responsibilities 
mount at a rapid rate, he often is too heavily 
burdened with work and too lightly thoughtful 
in regard to security. A physician in this posi- 
tion, if he should be stricken by accident or ill- 
ness that curtails his practice, usually stands in 
much graver economic jeopardy than a patient 
who is a corporation official and whose ulcers 
may be said to be an occupational hazard. 

Chances are, the business executive has a sal- 
ary continuation plan where he works or an 
individual income protection policy with an in- 
surance company. Or if he’s incapacitated, his 
business may continue to pay him a monthly 
return. But could the average doctor face his 
own occupational hazard with the same finan- 
cial equanimity? 

Statistics indicate how much a physician is 
worth in earning power. The American Medical 
Association’s Bureau of Medical Economic Re- 
search says the average net income from medi- 
cal practice for doctors amounted to $11,058 in 
1949, or just under $1,000 per month. Being 
laid up for two years would mean a loss of in- 
come of nearly $24,000. Even being disabled 
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for two months would mean a $2,000 earning 
loss. 

Assuming complete recovery, chances are, 
savings or investments would be substantially 
dipped into—if there were no income protec- 
tion present. 

A doctor doesn’t stumble on an insurance 
program by accident. It is carefully tailored to 
fit him. Some doctors develop their own pro- 
grams, buying a number of policies that will 
give adequate protection when put together. 
Others prefer to put the programming in the 
hands of a competent insurance man or broker. 


With either approach there are some basic 
facts about disability insurance a physician 
should know. 


Many professional medical organizations have 
group accident and health plans in which the 
doctor may participate. This form of group 
accident and health insurance has the fewest 
restrictions and the lowest premiums. Chances 
are, however, the physician will want and need 
some additional tailor-made protection. 


If this is the case, there are noncancellable 
and cancellable individual income protection 
policies on the market. A noncancellable policy 
costs more, but it is guaranteed renewable up 
to 60 or 65 years of age. As long as the pre- 
miums are paid, the company can neither cancel 
nor refuse to renew. 

Both the noncancellable and cancellable are 
good policies. In addition to loss of income ben- 
efits, both types usually pay lump sums for 
accidental death or dismemberment. Monthly 
or weekly benefits for sickness are usually paid 
for from two to five years—in some cases long- 
er—and for lifetime when an accident is the 
cause of total disablement. 


So that insurance is not, in effect, written on 
a “burning house,” exclusions are necessary for 
a person with an ailment existing at the time 
the policy is taken out. There is sometimes a 
waiting period, in the case of illness, before the 
beginning of benefit payments. Mental disease 
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is often excluded. In many policies distinction 
is made between total and partial disability, the 
benefits being greater if disability is total. In 
partial disability a further distinction is made 
regarding the ability of a person to perform in 
his own occupation or any gainful occupation. 
There is often a difference in benefit payment 
depending on whether the disability is confin- 
ing or nonconfining. 

With a few noncancellable policies, a medi- 
cal examination is necessary. All answers on the 
application generally become a part of the con- 
tract, and, of course, falsification regarding the 
status of the applicant’s health may lead to can- 
cellation. After an accident or during an illness, 
proof of disability statements must be sent to 
the insurance company. 

Overinsurance is as undesirable as underin- 
surance. Usually, 75 per cent of net income is 
considered optimum. Some companies will at- 
tempt to determine this on the application 
form, and if an individual is overinsured or 
would tend to make a profit on a disability, the 
company will not issue the policy or will limit 
it. Since benefits are not taxable, up to 75 per 
cent of net income will enable the physician’s 
family to maintain the essentials of its living 
standard. 

These facts and principles, with a few excep- 
tions, apply as well to many other forms of 
health insurance with cash benefits—hospitali- 
zation, surgical benefits, medical payments, 
major medical expense, and accident policies. 

The theory of such insurance is simple. The 
elements are a risk; a group of people, either 
individually or collectively, who want security; 
and an organization to collect, safeguard, and 
disburse the premiums. Insurance, or security in 
action, means a steady flow.of money to pay 
bills and maintain a standard of living. 


HEALTH INSURANCE COUNCIL, 
Chicago, Illinois. 
208 South LaSalle Street. 





This is the first of a series of three articles prepared at the request 
of the Hospital-Insurance-Physicians Joint Advisory Committee of 
Texas. Other forms of health insurance of interest to patients and to 
doctors for their families will be discussed in the ensuing articles. 
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ORIGINAL ARTICLES 


Acute Diseases of the Liver 


JOHN R. KELSEY,*. M.D., Houston, Texas 


Various acute diseases of the liver 
and their treatment are discussed in this paper. 


VIRAL HEPATITIS 


Viral hepatitis is the most frequent form of acute 
liver disease. Of these viral agents, the most common 
is that of infectious hepatitis. This disease is recorded 
as occurring in epidemic form during almost every 
military engagement in history. It is spread by fecal 
contamination of food. The disease is endemic in 
certain areas and occurs in epidemic form in as high 
as 50 to 75 per cent of the personnel when troops 
are moved into endemic areas. 


Homologous serum jaundice occurs as a result of 
parenteral transmission of virus through either whole 
blood or pooled serum. Unsterilized or poorly cleansed 
syringes can inadvertently transmit the infection. 
Sborov,® in a study conducted in the Korean hostili- 
ties, found that serum hepatitis occurred in more 
than 20 per cent of the wounded soldiers receiving 
blood and plasma. Neefe,® in a recent study of blood 
donors who had no known history of hepatitis, dem- 
onstrated asymptomatic blood carrier state in 5 per- 
sons. The proof of the carrier state of serum hepatitis 
in blood donors indicates the great need for careful 


TABLE 1.—Differences Between Infectious and Serum Hepatitis. 


Infectious Serum 
Fever ie alte -t- Rare 
Incubation period 20-45 days 45-150 days 
Transmission by ingested feces + ms 
Parenteral transmission. . of +f 
Homologous immunity. + (lyr. +) + (18 mo. +) 
Heterologous immunity — —- 
Gamma globulin protection... f — 

+ 


Carrier state 
Mortality rate 


++ 
0.2-20.0% 

Adapted from Snell, A. M.: Viral Hepatitis and Public Health, 
California Med. 67:69-77 (Aug.) 1947. 


0.01-0.20 


screening of donors, as well as the need for new 
screening methods. 


The difference between infectious and serum hepa- 
titis is outlined in table 1. 


Infectious mononucleosis is thought to be a virus 
infection. The hepatitis which occurs in this disease 
is seldom of primary importance. Of these patients 


Presented before the Texas Society of Gastroenterologists and 
Proctologists, San Antonio, May 3, 1954. 


*Clinical Assistant Professor of Medicine, Baylor University Col- 
lege of Medicine. 


20 to 40 per cent develop abnormal liver function, 
and 5 to 10 per cent develop physical signs of 
hepatitis. 

Yellow fever is a virus infection which is now 
extinct in this country. Hepatitis associated with this 
disease accounted for a high mortality rate in epi- 
demics of the past. 


Clinical Forms 


As it is impractical to identify the offending viral 
agent causing hepatitis, the diagnosis is made on the 
basis of clinical manifestations and nonspecific liver 
function tests. 

Without respect to the causative agent, several 
clinical patterns of acute viral hepatitis are seen. The 
typical form has an onset similar to influenza, lasting 
a few days to two weeks before the appearance of 
jaundice. Anorexia, malaise, generalized aching, and 
right upper quadrant discomfort are the characteristic 
early symptoms. The development of dark urine, light 
stools, and jaundice brings the patient to the doctor. 
Low grade fever and generalized pruritus are occa- 
sional symptoms. Physical examination often reveals 
an enlarged, tender liver. In about 20 per cent of 
the patients there is a palpable spleen and in some 
cases ascites can be demonstrated. The white blood 
cell count ranges from 3,000 to 10,000 per cubic mil- 
limeter. The Bromsulphalein excretion test is the 
first liver function test to become abnormal. Bili- 
rubinemia develops; then the thymol turbidity and 
cephalin flocculation tests become positive. The dis- 
ease usually lasts from two weeks to two months 
with recovery in almost every case. 

Anicteric hepatitis is another form of acute viral 
hepatitis. The clinical manifestations are similar to 
the previous form except clinical jaundice is absent. 
Detection is dependent upon laboratory tests. The 
flocculation tests are abnormal, but the serum biliru- 
bin is only slightly elevated. This form is benign and 
is commonly seen in children and young adults. 

Cholangiolitic hepatitis is another form of viral 
hepatitis which usually runs a more chronic course. 
The laboratory findings are similar to those of extra- 
hepatic obstruction with elevation of serum alkaline 
phosphatase and decreased fecal urobilinogen. The 
flocculation tests which are positive in hepatocellular 
disease are commonly normal in this form. For this 
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ACUTE LIVER DISEASES—Ke/sey —continued 


reason, the diagnosis is often confused with extra- 
hepatic biliary obstruction, and surgery may be erro- 
neously prescribed. 

Rarely viral hepatitis may progress rapidly to death 
in a few days. This form, which was described pre- 
viously as acute yellow atrophy, probably represents a 
fulminating form of acute viral hepatitis. 


BACTERIAL DISEASES 


Bacterial infections of the liver occur secondary to 
intra-abdominal infections. Suppurative hepatitis is a 
septic disease, and the manifestations of liver disease 
are of secondary importance. With the advent of anti- 
biotic drugs, these conditions are seen frequently. 


SPIROCHETAL DISEASES 


Leptospiral infections have become increasingly 
important as causative agents in liver disease. Lepto- 
spira icterohaemorrhagiae (Weil’s disease), Lepto- 
spira canicola (canicola fever), Leptospira pomona 
(swineherd’s disease), and other strains have been 
identified in the United States.® Rodents, dogs, swine, 
cattle, and horses are animal carriers of the Lepto- 
spira. Water, food, and moist soil contaminated by 
urine from infected carriers may contain pathogenic 
Leptospirae after a period of several weeks. The in- 
fection occurs through mucous membranes, cuts, or 
skin abrasions. The digestive action of gastric juice 
or pasteurization destroys Leptospirae. This disease is 
an occupational hazard of dock workers, veterinar- 
ians, butchers, and sewer workers. Epidemics have 
occurred in swimmers bathing in contaminated water. 

The classical type of Weil’s disease has an incuba- 
tion period of eight days with early clinical features 
of malaise, fever, and influenza-like syndrome. Dark- 
field demonstration of the spirochete in the blood 
will establish the diagnosis. Later, hepatomegaly and 
jaundice develop and the blood agglutinations be- 
come positive. The mortality of the disease is 15 to 
20 per cent in the icteric cases. In milder forms of 
the disease, 50 per cent are anicteric. Some show 
neurologic, cutaneous, or pneumonic features. 

Leptospirosis is frequently missed as the diagnosis is 
made by laboratory means. Gochenour? described the 
difficulty encountered in laboratory tests and pointed 
out that too few laboratories in the United States 
offer these facilities. These diseases are more com- 
mon in this country than is generally believed. I have 
had occasion to see 3 leptospiral infections in the 
Veterans Administration Hospital in Houston during 
last year. 


PARASITIC INFESTATIONS 


Amoebic hepatitis occurs in approximately 5 per 
cent of the cases of amoebiasis. Onset is sudden with 






SEPTEMBER 1954 





643 


severe pain and tenderness in the liver area. A septic 
course with fever to 104 F. with a leukocytosis up to 
30,000 leukocytes per cubic millimeter is common. 
Frequently there is a history of amoebic infection of 
the bowel. These patients characteristically respond 
to emetine or chloroquine therapy. 

Amoebic abscesses of the liver differ from amoebic 
hepatitis in their clinical symptoms. These abscesses 
may be single or multiple. The onset is often vague 
with poorly localized physical signs. Pain in the liver 
area may be dull or sharp with characteristic percus- 
sion tenderness. There is elevation and immobiliza- 
tion of the diaphragm radiologically. Jaundice or 
other signs of liver failure are unusual, as there is 
only focal involvement of the liver rather than a dif- 
fuse hepatic cellular damage. About one-third of 
patients with amoebic abscesses may present them- 
selves for diagnosis after the abscess has extended 
to the pleura or pericardium or to an adjacent ab- 
dominal viscus. The diagnosis of amoebic abscesses 
of the liver is often difficult. Complement fixation 
tests for amoebiasis are difficult to obtain and un- 
reliable. A therapeutic test with chloroquine or eme- 
tine when an amoebic abscess is suspected is an im- 
portant diagnostic procedure. 

Hepatitis occurs commonly in malarial infections. 
It has been observed in malarial patients who have 
had only a single febrile bout. Jaundice in malarial 
patients in the past was thought to be due to blood 
hemolysis caused by the malarial parasite. Now it is 
apparent in some cases that the jaundice was on the 
basis of hepatitis. With the advent of new rapidly 
acting antimalarial drugs, it has become evident that 
the treatment of the hepatitis is as important as eradi- 
cation of parasitemia. Hepatitis should be looked for 
in all cases of malaria. 


TOXIC AGENTS 


Acute liver disease may be produced by a variety 
of toxic agents as outlined in table 2. The clinical 
manifestations of toxic hepatitis may be similar to 
those of viral hepatitis. There is usually a shorter 
prodromal period and more intense gastrointestinal 


TABLE 2.—Agents Capable of Producing Toxic Hepatitis. 


Category of Agents Examples 
Chemical agents 

Therapeutic drugs Arsphenamine 
Cinchophen 
Chloroform 
Carbon tetrachloride 
Trinitrocoluene 


Industrial hazards 


Household poisons . Chlordane 
Phosphorus 

Bacterial toxins . Pneumococcus 
Salmonella 


Biological toxins Mushroom toxins 
Snake venom 
Incompatible sera 
Toxemia of pregnancy 


Toxemia of burns 


Unidentified toxins 
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ACUTE LIVER DISEASES—Kelsey —continued 


symptoms. Symptoms of respiratory or central nerv- 
ous system involvement are common. Diagnosis is 
dependent upon a history of exposure to one of the 
toxic agents. 

It is of current interest and importance that the 
newer insecticides and agricultural chemicals can 
produce toxic hepatitis. Household insecticides con- 
taining chlordane may be ingested accidentally by 
children, producing toxic hepatitis. In Houston chlor- 
dane spray is used to combat insects. Commonly 
groups of children follow trucks down the street 
bathed in a fog of chlordane. One would expect toxic 
effects if sufficient exposure occurs. Several roach 
poisons containing phosphorus are household hazards. 
Toxic hepatitis from this source is commonly encoun- 
tered by Houston pediatricians. 


VASCULAR CATASTROPHES 


Lastly, acute liver disease may be on the basis of 
an occlusive vascular phenomenon. An acute infarct 
in the liver may result from inadvertent surgical liga- 
tion of the hepatic artery, or it may be secondary to 
a disease process involving the hepatic artery, such 
as mycotic aneurysm or periarteritis. 


Another vascular catastrophe which can occur in 
the liver is thrombosis of the hepatic veins. This con- 
dition described by Chiari usually occurs in polycy- 


themia or is secondary to cirrhosis or metastatic liver 
disease. ‘Thrombotic occlusion of the portal vein, 
pylephlebitis, is fatal in most instances as the liver is 
deprived of its principal source of blood supply. 
With the advent of antibiotics, this condition is rarely 
seen, but in the past it was a common cause of the 
fatal outcome of acute appendicitis or other intra- 
abdominal infection. The vascular phenomena ac- 
counting for acute liver disease, though unusual, are 
frequently diagnosed today before death and actually 
can be proved by newer catheterization techniques.’ 


TREATMENT 


Because acute diseases of the liver are similar in 
nature and no specific treatment has been found to 
be singularly effective, treatment is centered around 
symptomatic, nonspecific measures. 


Nonspecific Therapeutic Measures 


Rest is one of the most important treatments. In- 
activity allows a greater volume of blood circulation 
to the liver. The reduced metabolic demands from 
inactivity also play a large part in the therapeutic 
value of bed rest. Routinely, I advise bed rest with 
bathroom privileges until jaundice is cleared and liver 
function begins to return to normal. Ambulation is 
usually allowed at this time. It is desirable for the 


liver function tests to return to normal before the 
patient resumes his usual activities. 

Diet is equally important in the treatment of liver 
disease. Patients have varying degrees of anorexia. 
The degree of anorexia often serves as a prognostic 
sign of the patient’s outlook. A patient with deep 
jaundice and severely deranged liver function who 
has a fair appetite has a good chance for complete 
recovery. I use every influence to encourage these peo- 
ple to eat more. I ask them to try to eat even if it brings 
tears to their eyes. Although there has always been 
some dispute about the composition of the liver diet, 
I believe that the quantity is the most important 
aspect. One should use as an aim 3,000 calories intake 
in five or six feedings. Approximately 80 to 100 Gm. 
of fat is necessary to make the diet palatable and 
maintain biliary drainage. In liver failure, conversion 
of ammonia to urea is impaired. On this basis, some 
have advocated omitting meat products and nitroge- 
nous substances, particularly where serious derange- 
ment of liver function is suspected. 

Vitamins, protein digests, choline, and methionine 
are supplementary dietary agents commonly given to 
patients with liver disease. An adequate, well bal- 
anced diet undoubtedly contains sufficient amounts 
of these substances so that additional amounts are of 
no real value except for psychological effect. Choline 
and methionine preparations, brewer’s yeast, and oc- 
casionally multivitamin preparations are offensive to 
the patient and may reduce their food intake. When 
the patient finds them disagreeable, they are best 
omitted. 

Vitamin K therapy is indicated in the presence of 
prothrombin deficiency. The basis of the deficiency 
may be poor absorption of the fat soluble vitamin K. 
A water soluble oral preparation or parenteral ad- 
ministration of 5 mg. daily will correct this defect. | 
routinely use one of the multivitamins which contains 
vitamin K. If the prothrombin deficiency is on the 
basis of poor assimilation due to liver damage, as 
large a parenteral dose as 72 mg. daily may fail to 
restore the blood clotting mechanism. 

ACTH and cortisone recently have been used in 
the treatment of acute liver disease. The early reports 
indicated favorable improvement of the clinical symp- 


-toms and decrease in the serum bilirubin. This was 


not borne out in later reports of larger series studied. 
In a series of 32 treated patients and a similar group 
of control patients studied at the Veterans Hospital 
at Hines, Ill., there was no difference in the duration 
of the disease. In a few instances it was believed that 
the hormone was of immediate temporary value in 
increasing the food intake. It was felt that the routine 
use of hormones in the treatment of hepatitis was 
contraindicated, as some of the complications of ther- 
apy with ACTH are more severe and threatening to 
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ACUTE LIVER DISEASES—Kelsey —continued 


life than hepatitis. I have reserved the use of this 
drug for selected severely ill patients whose food 
intake has been poor. 

Sulfonamides, morphine, and barbiturates are poor- 
ly tolerated in patients with liver damage. It is advis- 
able to exercise caution when they are given and avoid 
their use when practical. 

Aureomycin and other antibiotics have been used 
as nonspecific therapeutic agents in liver disease. Al- 
though the early reports were largely favorable, they 
have not proved to be of value except in specific 
bacterial infections of the liver. 


Specific Therapeutic Measures 


Certain specific therapeutic agents are indicated in 
the treatment of some acute liver diseases. 

Antibiotics may be curative in suppurative hepa- 
titis. The effectiveness of an antibiotic depends upon 
the sensitiveness of the infecting bacteria. 

Penicillin was claimed to be of therapeutic value 
in the treatment of leptospiral infections, but in a 
study of 79 cases treated with antibiotics singularly 
and in combination, Hall* concluded that none of 
them used were of any value. Despite the question- 
able value of antibiotic treatment of leptospiral dis- 
eases, they are usually employed on the basis of their 
proven in vitro effectiveness. Therapy is instituted 
early in the course of the disease, which requires 
initiation of therapy before leptospirosis has been 
proved by laboratory tests. 

Emetine and chloraquine are specific agents to be 
used in amoebic infestations of the liver. Chloraquine 
has replaced emetine in therapy as it is more effec- 
tive than emetine without the toxicity of emetine. It 
is important to use in combination therapy for intes- 
tinal amoeba when present. 

Quinine and pentaquine are effective in the treat- 
ment of malarial hepatitis. It is important not to 
overlook the fact that nonspecific therapeutic meas- 
ures also are indicated. 

The treatment of toxic hepatitis is primarily the 
prophylactic avoidance of exposure to known toxic 
agents. When toxic hepatitis occurs, it is imperative 
to remove the person from the source of exposure. if 
the exposure is due to accidental ingestion, ridding 
the gastrointestinal tract of the offending agent is 






SURGERY ON DIABETICS 

Dr. Charles R. Shuman, Temple University Hospital and 
School of Medicine, Philadelphia, said in the June 12 Jour- 
nal of the American Medical Association that surgery has 
become as safe for the diabetic as for the nondiabetic. He 
reported on a three-year study of 340 patients who under- 
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indicated. BAL is of value in toxic hepatitis due to 
metallic intoxications of arsenic, gold, and bismuth. 


HEPATIC COMA 


Hepatic coma occurs in cases of severe liver failure 
and represents the end stages of acute liver disease. 
Drastic alterations of the body physiology occur simi- 
lar to those described by Mann and Bollman in ani- 
mals in which the liver has been surgically removed. 
Treatment consists of parenteral alimentation with 
large amounts of glucose and vitamins. Hypokaliemia 
occurs and as much as 120 milliequivalents of potas- 
sium parenterally may be needed each day. Oxygen 
and blood are given. Antibiotics and cortisone are 
used occasionally. Nursing care and close attendance 
by the physician are imperative. It is wise to avoid 
nitrogenous substances, as there is a characteristic 
rise in the blood ammonia in hepatic coma. Sodium 
ion exchange resins containing ammonia likewise 
should be avoided. Recently Walshe® has reported 
the favorable effect of glutamic acid administration 
to patients with hepatic coma. It is thought that 
glutamic acid binds ammonia to form glutamine which 
is metabolized without liberating ammonia. Adequate 
clinical evaluation of the use of glutamic acid is not 
yet available. 


Despite the most vigorous and careful treatment, 
the outlook of hepatic coma remains very poor. 


About 90 per cent of such patients have a fatal 
outcome. 


REFERENCES 


1. Butt, H. R., and others: Clinical and Biochemical Features of 
Hepatic Insufficiency, Gastroenterology 25;471-486 (Dec.) 1953. 

2. Gochenour, W. S., Jr.: Laboratory Diagnosis of Leptospiral 
Infections, Bull. New York Acad. Med. 29:648-649 (Aug.) 1953. 

3. Hall, H. E., and others: Evaluation of Antibiotic Therapy in 
Human Leptospirosis, Ann. Int. Med. 35:981-997 (Nov.) 1951. 

4. Johnson, E. C., and Bennett, H. D.: ACTH in Treatment of 
Infectious Hepatitis, to be published. 

5. Neefe, J. R., and others: Carriers of Hepatitis Virus in Blood 
and Viral Hepatitis in Whole Blood Recipients; Studies on Donors 
Suspected as Carriers of Hepatitis Virus and as Sources of Post- 
Transfusion Viral Hepatitis, J.A.M.A. 154:1066-1072 (March) 
1954. 

6. Sborov, V. M.; Giges, B.; and Mann, J. D.: Incidence of 
Hepatitis Following Use of Pooled Plasma; Follow-Up Study in Five 
Hundred Eighty-Seven Korean Casualties, Arch. Int. Med. 92:678- 
683 (Nov.) 1953. 

7. Tori, G.: Hepatic Venography in Man, Acta Radiol. 39;89-97 
(Feb.) 1953. 

8. Walshe, J. M.: Effect of Glutamic Acid on Coma of Hepatic 
Failure, Lancet 264:1075-1077 (May 30) 1953. 

9. Woodward, T. E.; Diaz Rivera, R. S.; and Hightower, J. A.: 
Variable Clinical Manifestations of Leptospirosis, Bull. New York 
Acad. Med. 29:642-647 (Aug.) 1953. 





311 Hermann Professional Building. 


went 373 operations while under the supervision of the 
hospital diabetic service. 

There were no deaths directly resulting from diabetes or 
its treatment, Dr. Shuman said. Complications of diabetes 
were more frequent in this study because most of the pa- 
tients were more than 45 years old. 
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CHOLECYSTIC DISEASE AND ITS COMPLICATIONS 


R. L. SANDERS,* M.D., LLD., 


Wiuen a surgeon is confronted with 
a patient whose symptoms suggest an upper abdom- 
inal disorder, his first thought is often of cholecystitis. 
In the vast majority of cases its presence can be 
proved or disproved easily, whereas in the remainder 
he may be in doubt even after an exhaustive study. 
Once the diagnosis of cholecystic disease is made, 
however, his second thought concerns the treatment. 
From an observation of more than 4,000 private pa- 
tients with cholecystitis, of whom more than 1,200 
were treated surgically, I have found that several 
considerations are involved in the choice between 
medical and surgical management. This is especially 
true of the chronic type of the disease. 


CHRONIC CHOLECYSTITIS 


Although indigestion and epigastric colic are the 
outstanding symptoms of chronic cholecystitis, they 
are by no means universal. Some patients, particu- 
larly those in the younger age group, have colic but 
good digestion between attacks. Others have indiges- 
tion but no colic. Yet another group do not have 
colic but, instead, a more or less severe and constant 
ache in the epigastrium, generally with distress after 
meals. 

The distinction between calculous and noncalculous 
cholecystitis is rarely possible by the history and 
physical examination. Patients with the noncalculous 
type may have colicky pain, though usually not like 
typical gallstone colic. In the typical case of calculous 
cholecystitis, the pain is severe, beginning either sud- 
denly or, more often, gradually, and radiating from 
the right costal margin to the back, to the right, or 
even to the left side of the flank. Not infrequently, 
the colicky attacks are accompanied by some degree 
of jaundice. Approximately 20 per cent of my pa- 
tients have observed this condition. 

On physical examination, deep tenderness in the 
right upper quadrant may be the only positive evi- 
dence of either calculous or noncalculous cholecystitis. 
As a rule, the gallbladder is impalpable, especially in 
obese persons. Even though a mass is discovered, it 
may represent an enlarged liver or right kidney, a 
distorted and thickened omentum, a tumor of the 
colon or pancreas, or some other pathologic condi- 
tion. The diagnosis, therefore, must rest upon the 
history and roentgenogram. 

The chief diagnostic problem lies in those cases 
wherein the symptoms are not clear and the roent- 
genogram fails to reveal positive evidence of gall- 


*Senior Surgeon, Baptist Memorial Hospital. 
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bladder disease. Not infrequently, the clinical picture 
suggests some other disorder. For example, cholecys- 
titis which is accompanied by pain on the right side 
of the ilium is likely to be confused with appendi- 
citis, and that which produces epigastric pain and 
discomfort after meals is easily mistaken for duodenal 
ulcer. If either appendicitis or an ulcer is associated, 
a correct evaluation of the mixed history and find- 
ings may be impossible. This is also true of a co- 
existent gastrointestinal irritability, pancreatitis or 
hepatitis, or diaphragmatic hernia. 

In a number of cases cholecystitis gives rise to 
pain in the left upper quadrant, leading one to sus- 
pect heart disease. A helpful point in the distinction 
between the two conditions is the fact that the pain 
of cholecystitis is not related to effort, as is usually 
true of angina pectoris. In heart disease, moreover, 
local tenderness is not elicited on abdominal palpa- 
tion. The electrocardiographic tracings are useful in 
clarifying the question, although not conclusive, since 
an abnormal tracing may be observed in cholecystitis. 
It is well to remember, too, that the diagnosis of 
cholecystitis may be obscured by some type of con- 
current cardiac lesion. 


Treatment 


The choice between medical and surgical treat- 
ment in chronic cholecystitis rests largely upon the 
presence of stones. As a rule I do not recommend 
surgery for patients with chronic noncalculous cho- 
lecystitis, having found that the results often are dis- 
appointing. Probably an average of 35 per cent of 
those who have a noncalculous gallbladder removed 
are troubled later with biliary dyskinesia or the so- 
called postchlecystectomy syndrome. 

The postoperative symptoms at times may be pro- 
duced by overlooked stones in the ducts or reformed 
stones in the cystic duct remnant, or by an associated 
cholangitis, hepatitis, or pancreatitis. More often, 
they are due to removal of the gallbladder on no 
other basis than poor function. Although the poor 
function may arise from a disturbance of the sphinc- 
teric mechanism, the underlying cause probably will 
be found in a psychogenic disorder, some abnormal 
constitutional state, or an organic disease outside the 
gallbladder. However, if a total loss of gallbladder 
function is demonstrated and is accompanied by 
definite, severe, and persistent symptoms; if jaundice 
is present or the patient gives a history of jaundice; 
or if pathologic changes in the liver or pancreas are 
suspected, one may feel justified in removing the 
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gallbladder despite the fact that no stones are shown 
in the roentgenogram. Not infrequently in such cases 


stones will be found in the gallbladder or obstructing 
the duct or both. 


In my opinion, the presence of gallstones is itself 
ample indication for cholecystectomy. This is true 
even though the patient has little symptomatic evi- 
dence. of cholecystitis and the function of the gall- 
bladder is essentially normal. Left undisturbed, the 
stones may be expected sooner or later to give rise 
to complications which materially increase the dan- 
gers of operation and may even permanently impair 
the patient’s general health. 


ACUTE CHOLECYSTITIS 


Since the vast majority of attacks of acute cholecys- 
titis are induced by stones in the cystic duct, the 
possibility of this complication alone is a strong 
argument for removal of the calculous gallbladder. 
In the exceptional case, the acute attack is provoked 
either by angulation of the duct or by strangulation 
and edema from a chemical reaction, at times with 
a superimposed infection. In the latter type, the 
chemical reaction may be incited by a reflux of pan- 
creatic secretion into the duct, though a concentra- 
tion of bile salts in the biliary system is more likely 
to be responsible. In any event, an acute seizure of 
chemical origin frequently will subside under med- 
ical management, whereas one produced by obstruc- 
tion of the cystic duct by a stone usually requires 
surgical treatment. 


The diagnosis is made by the symptoms of upper 
abdominal pain generally radiating to the subscapular 
or interscapular region, nausea and vomiting, fever, 
and tenderness with rigidity over the gallbladder. A 
history of previous symptoms of cholecystitis, sup- 
plemented by the roentgen demonstration of a non- 
functioning gallbladder or stones, will assist in estab- 
lishing the diagnosis. 


Treatment 


On the whole, the principles of treatment of acute 
cholecystitis do not differ from those of other acute 
abdominal disorders. In that small group of cases 
wherein the process is fulminant from the beginning, 
operation is obviously an emergency. In the less 
severe attacks, I believe that operation is performed 
best within the first forty-eight hours after the onset 
of the disease, in that the risk is usually slight and 
convalescence proceeds without incident. Since one 
cannot always tell from the clinical picture the exact 
status of the pathologic process, early operation may 
preclude a perforation and peritonitis. If, on the 
other hand, the patient is observed after forty-eight 
hours and the symptoms are not severe, the attack 
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will be more than likely to subside under conserva- 
tive treatment. If no evidence of abatement is ap- 
parent within seventy-two hours, however, surgery 
should be undertaken without further delay. 

The findings which I regard as demanding im- 
mediate operation are (1) sustained pain; (2) the 
persistence of a palpable, tender mass in the right 
upper quadrant, with abdominal rigidity; (3) a sys- 
temic reaction evidenced by an elevation of tempera- 
ture and a rising leukocyte count; and (4) lack of 
clinical improvement despite the use of supportive 
therapy. Sustained pain, abdominal rigidity, and a 
tender mass point to impending perforation and thus 
are positive indications for surgery. At times, the 
gallbladder may be so high under the costal margin 
that a tender mass is not palpable; even so, other 
manifestations will suggest the need for exploration. 


COMPLICATIONS 


Malignant degeneration is always a potential de- 
velopment in prolonged cholecystitis and particularly 
in the presence of stones. Various estimates have 
placed the incidence of carcinoma of the gallbladder 
in association with stones at 5 to 6 per cent of all 
calculous gallbladders. The average incidence is prob- 
ably about 2 per cent. This is by no means a negligi- 
ble figure, being, in my experience, higher than the 
mortality rate of cholecystectomy for chronic chole- 
cystitis. It is in itself sufficient reason for removal 
of the gallbladder containing stones. 


The most commonly observed complication of gall- 
bladder disease is obstruction of the ducts by stones 
or inflammatory edema and consequent changes in 
the architecture of the biliary tree. If the obstruction 
is allowed to persist, the inevitable outcome is dam- 
age to the liver; the peripheral ducts and intercellular 
canaliculi become distended and rupture, the paren- 
chyma undergoes degeneration, and gradually the 
liver cells throughout are distorted by the pressure, 
thus becoming atrophic. Ultimately, a state of hydro- 
hepatosis is reached, a situation analogous to the 
hydronephrosis which follows blockage of the ureter. 
These same changes may take place in the presence 
of a functionless gallbladder incident to long standing 
chronic cholecystitis, with or without stones, wherein 
the ducts have taken over the gallbladder function 
and become enlarged. 


In a like manner, obstruction of the ducts may 
lead to a more or less severe form of pancreatitis. I 
have observed pancreatitis in a large number of cases, 
at times so advanced as to be chiefly responsible for 
the symptom complex. 


Because of the frequent association of duct ob- 
struction with cholecystitis, and especially choleli- 
thiasis, and its damaging effect upon the ducts, liver, 
and pancreas, the question of whether or not chole- 
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dochotomy should be performed often presents itself 
in operations upon the gallbladder. The ducts in 17 
per cent of the cholecystectomies I have performed 
were opened and duct stones found in 73.5 per cent 
of the choledochotomies. The criteria for opening the 
ducts have been as follows: (1) a palpable stone in 
the duct; (2) abnormal dilatation of the duct; (3) a 
contracted gallbladder containing stones; (4) multi- 
ple small stones in the gallbladder and an enlarged, 
patent cystic duct; (5) flocculent bile, as determined 
by aspiration; and (6) jaundice or a history of 
jaundice. 

Abnormal dilatation may indicate that the duct 
has taken over the function of the gallbladder fol- 
lowing occlusion of the cystic duct, though more 
often it arises from obstruction of the distal end of 
the common duct. In other cases it may be secondary 
to a gallbladder infection and thus amenable to relief 
by cholecystectomy alone. 

When one encounters a thick-walled gallbladder 
no larger than the thumb, one may be sure of a long 
standing disease. Even though the organ does not 
contain stones, they probably will be found in the 
ducts. Again, in the presence of multiple stones in 
the gallbladder and an enlarged, patent cystic duct, 
it is more than likely that small stones will have 
passed into the common duct. 

Both flocculent bile and jaundice suggest an oc- 
clusion of the distal end of the duct by a stone, 
though other conditions, such as stricture, pancreatitis, 
spasm of the sphincter of Oddi, or a tumor, may 
produce a similar situation. Or, the jaundice may be 
intrahepatic in origin; this point, however, may be 
determined by laboratory studies and the history. 
Intrahepatic jaundice is not associated with colic, 
chills, and fever, as is usually true of jaundice inci- 
dent to duct obstruction. 

If the duct is to be opened, two precautions should 
be observed. First, the gallbladder should be removed 
prior to the choledochotomy; otherwise, stones may 
escape into the duct during manipulation of the 
gallbladder. Second, every possible means should be 
employed to clear the ducts at the time of explora- 
tion. The hepatic as well as the common duct should 
be searched thoroughly and the ampulla explored 
with scoops. After this procedure, I pass dilators 


ALFALFA SEED TEA NO CURE 


Dr. William H. Kaufman, Roanoke, Va., warned against 
the drinking of alfalfa seed tea as a cure for arthritis in the 
July 17 issue of The Journal of the American Medical Asso- 
ciation: The doctor stated that the two patients reported on 
suffered skin eruptions as a result of the home remedy and 
that 4 other possible cases have been found. He expressed 


through the distal end of the common duct to insure 
its patency, then insert a T tube and allow it to re- 
main in situ for ten days to two weeks or longer. 

An abnormal dilatation of the common duct aris- 
ing from simple stricture of the distal end may re- 
quire additional surgery to sidetrack the bile into the 
intestine. Even though the stricture may be incom- 
plete, it is difficult to dilate the end of the duct suf- 
ficiently at the time of choledochotomy to insure 
continuous and ample drainage. Moreover, the di- 
lated area tends to contract again and bring about 
another impediment to the flow of bile. This leads 
to a recurrence of the same pathologic condition; 
the original clinical picture is reproduced, and a sec- 
ond operation becomes necessary. 

I have found that the obstruction in these cases is 
best relieved by choledochoduodenostomy. The pro- 
cedure not only is comparatively easy from the tech- 
nical standpoint but is physiologic in principle. All 
the bile is immediately made available in that part 
of the intestine where it normally empties, and in- 
testinal function is restored soon. The first requisite 
to the operation is sufficient dilatation of the duct 
to permit a large stoma. By incision of both the duct 
and the duodenum in the longitudinal direction and 
side to side anastomosis, the stoma may be made of 
adequate length to preclude contraction and permit 
continuous bile drainage. Ascending cholangitis of 
an appreciable degree has not been observed follow- 
ing any of the operations of this type which have 
been performed by our clinic surgeons. The proce- 
dure also is applicable to obstructions by malignan- 
cies when resection is not feasible. 


CONCLUSIONS 


The complications of cholecystitis, that is gall- 
stones, acute cholecystitis, perforation and malignan- 
cies of the gallbladder, duct obstructions, and damage 
to the liver and pancreas, are all the result of long 
standing disease. In addition to their permanent 
systemic effects, they increase the difficulty and dan- 
gers of operation and directly or indirectly are re- 
sponsible for the vast majority of postoperative 
deaths. Early removal of the calculous gallbladder 
and the nonfunctioning, noncalculous gallbladder 
which produces severe symptoms affords protection 
against these complications and solves most of the 
problems of treatment before they arise. 


belief that the custom of drinking the tea for curing arth- 
ritis, diabetes, and related disorders is apparently widespread 
but most patients will not admit that they have used it. Dr. 
Kaufman reported that the Council on Pharmacy and Chem- 
istry of the AMA has received numerous questions about 
the value of alfalfa preparations in treating arthritis and 


diabetes and can find no evidence that alfalfa seed in any 
form will help. 
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CHEMOTHERAPY OF GONORRHEA 
Clinical Observations in 201 Cases 


HENRY E. MENDELL, Capt. (MC) USAF, Houston, Texas; CHRISTIAN 


G. WORNAS, Capt. (MC) USAF, Philadelphia, 


Pennsylvania; and 


DONALD L. FOXWORTHY, Capt. (MC) USAF, MacDill Air Force Base, Florida 


Tuis report concerns the chemother- 
apy of 201 cases of gonorrhea in military service 
personnel. All patients were observed and treated 
by us on an out-patient basis, in a general dispensary 
on Okinawa. Each case was followed for two months 
after completion of therapy. The successful use of 
penicillin,® streptomycin,® chlortetracycline (Aureo- 
mycin),’ and oxytetracycline (Terramycin)! in the 
treatment of gonococcal urethritis has been recorded 
previously. A study using various dosage schedules 
of the antibiotics was adopted to compare the thera- 
peutic effectiveness of each. An attempt was made to 
demonstrate resistance of the gonococcus to varied 
antibiotics by clinical means and to interpret the role 
of nongonococcal organisms in gonococcal urethritis. 


METHOD 


Two hundred one cases of gonococcal urethritis 
were selected at random and alternately treated with 
penicillin (crystalline penicillin G), streptomycin 
(streptomycin sulfate), chlortetracycline (Aureomy- 
cin), and oxytetracycline (Terramycin) using varied 
dosage schedules. In all cases, gram-negative intra- 
cellular Diplococci were demonstrated in the puru- 
lent discharge. We frequently checked the labora- 
tory diagnosis. All nongonococcal urethritis was ex- 
cluded. Treatment schedules of antibiotics using in- 
creasing total dosage were employed arbitrarily to 
ascertain the minimal total dose that would result 
in a 100 per cent cure rate and to demonstrate re- 
sistant gonococci in vivo by clinical means. The 
presence of nongonococcal organisms was reported 
routinely on all urethral smears to evaluate the role 
that they might play in gonococcal urethritis. 


TABLE 1.—Penicillin Treatment Schedules for Gonorrhea. 





No. Bacteriologic 
Penicillin (IM) Cases Relapse Cures 
300,000 U ; ee 5 9 
300,000 U for 2 days 15 12 
300,000 U for 3 days 14 14 
600,000 U for 3 days 23 22 


Total. . 66 57 





Four penicillin schedules were used in 66 cases 
(table 1) ranging from one dose of 300,000 units 
of penicillin intramuscularly to 600,000 units intra- 
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muscularly for three days. All treatment failures with 
any of the penicillin schedules received 600,000 units 
of penicillin intramuscularly for three days. 

Five streptomycin schedules were used in 54 other 
cases (table 2), ranging from 1 Gm. of streptomycin 
intramuscularly to 1 Gm. intramuscularly for five 


TABLE 2.—-Streptomycin Treatment Schedules for Gonorrhea. 


No. Bacteriologic 
Streptomycin (IM) Cases Relapse Cures 
1 Gm. 13 2 cr ae 
1 Gm. for 2 days... 14 3 11 
1 Gm. for 3 days 18 17 
1 Gm. for 4 days 5 5 
1 Gm. for 5 days 4 4 


Total 54 48 


days. All treatment failures with these streptomycin 
schedules received 1 Gm. of streptomycin intramus- 
cularly for three days. ' 

Three chlortetracycline (Aureomycin) schedules 
were used in 43 cases (table 3). These ranged from 


TABLE 3.—Aureomycin Treatment Schedules for Gonorrbea. 


= No. ~ Bacteriologic 
Aureomycin Cases Relapse Cures 
250 mg. q.i.d. for 1 day ae Sugar a. 
250 mg. q.i.d. for 2 days 16 
250 mg. q.i.d. for 3 days 21 


Total 43 


250 mg. four times a day for one day to 250 mg. 
four times a day for three days. All treatment fail- 
ures in the chlortetracycline (Aureomycin) group 
were given the 3 Gm. total dose. 

Three oxytetracycline (Terramycin ) schedules were 
used in 38 cases (table 4): 250 mg. four times daily 
for one day; 250 mg. four times daily for two days; 
and 250 mg. four times daily for three days. All 
treatment failures received the 3 Gm. total dose. 


RESULTS 


Table 1 summarizes the number of cases treated 
with various penicillin dosage regimens, the number 
of bacteriologic relapses, and the number of cures. 
In the discussion, reference is always made to the 
total dose of antibiotic employed. There were cures 
in about two-thirds of the cases with a single 300,000 
unit dose of penicillin. This increased to four-fifths 
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when 600,000 units was given, and to 100 per cent 
when 900,000 units was employed. The paradoxical 
relapse of 1 case treated with 1,800,000 units is un- 
explained (table 1). Repeated inquiry into this case 
brought continued denial of new sexual exposure. 
This case responded to another course of similar 
dosage. All cases of relapse responded to 600,000 
units of penicillin given intramuscularly for three 
days. Cures in more than four-fifths of the 66 cases 
treated with penicillin are not significantly different 
from the results obtained with the other antibiotics. 

Table 2 reveals that cures occurred almost uni- 
formly when 3 Gm. of streptomycin was given and 
reached 100 per cent when 4 or 5 Gm. of strepto- 
mycin was given. All cases of relapse responded to 
3 Gm. of streptomycin. 

The results of treatment with chlortetracycline 
(Aureomycin) are shown in table 3. The use of 1 
Gm. of chlortetracycline (Aureomycin) resulted in 
cures in one-half the cases. This increased to 100 
per cent in cases treated with 3 Gm. All cases of 
relapse responded to 3 Gm. of chlortetracycline 
( Aureomycin). 

The results of treatment with oxytetracycline (Ter- 
ramycin) are shown in table 4. When a 1 Gm. dose 


TABLE 4.—Terramycin Treatment Schedules for Gonorrhea. 


No. ~~ Bacteriologic 
Terramycin Cases Relapse Cures 
250 mg. q.id. for 1 day 9 4 5 
250 mg. q.i.d. for 2 days 12 1 11 
250 mg. q.i.d. for 3 days 17 0 17 


Total 38 5 33 


was employed, there were cures in half the cases; 
with 3 Gm., 100 per cent cures. All cases of relapse 
responded to 3 Gm. of oxytetracycline (Terramycin). 

Acute gonococcal urethritis studied in this group 
of 201 cases revealed many other bacteria on the 
gram stain smear. The gonococcus was seen alone 
in 29.5 per cent of the cases. It was associated with 
gram-negative rods in 37 per cent of the cases, gram- 
positive cocci in 16.5 per cent of the cases, and 
gram-negative rods and gram-positive cocci in 17 
per cent. In 70.5 per cent of the group, bacteria 


other than the gonococcus were demonstrated on the 
same smear. 


DISCUSSION 


The plan was to treat an equal number of cases 
with each antibiotic dosage schedule, so that the 
comparative survey would have more statistical sig- 
nificance. The necessary elimination of many cases 
because of improper follow-up or other irregularities 
made this impossible. Also, we felt an obligation to 
the patient to adhere to the larger dosage schedules 


when relapses occurred with the smaller doses. Al- 
though 201 cases of acute gonococcal urethritis were 
treated, the actual number of cases treated with each 
dosage schedule was small. Nevertheless, it is thought 
that certain useful information was gained from the 
study. 


Most urethral discharges that persist after ade- 
quate antibiotic therapy are not the result of bac- 
teriologic relapse due to the gonococcus. In this 
group, many were due to the mechanical irritation 
of frequent urethral stripping and associated condi- 
tions such as stricture and prostatitis. The presence 
of a mixture of bacteria prior to antibiotic therapy 
is an interesting observation, and gram-negative rods 
and gram-positive cocci were observed to remain in 
urethral discharges after antibiotic therapy had elim- 
inated the gonococcus. It is conceivable that such 
surviving bacteria may be the cause of persistent dis- 
charge, similar to a nongonococcal urethritis de novo. 
This emphasizes that careful smears should be made 
for gonococcal and nongonococcal organisms before 
one incriminates antibiotic failure. The administra- 
tion of penicillin, streptomycin, chlortetracycline 
(Aureomycin), and oxytetracycline (Terramycin) re- 
sulted in rapid cessation of the purulent discharge, 
usually within twenty-four to forty-eight hours. At 
times a scanty mucoid discharge persisted for several 
days, but disappeared spontaneously. There was no 
significant difference in cure rates for the various 
drugs used, and no distinct therapeutic superiority 
of any one drug was noted (table 5). The low per- 


TABLE 5.—Comparison of Relapse Rates of Gonococcal Urethritis 
Treated with Various Antibiotics. 


Cases of 
No. Bacteriologic 
Cases Relapse 
Streptomycin 54 
Terramycin . . ve 38 
Penicillin ; ; 66 
Aureomycin . . 43 


Treatment Cures 


48 (88.9% ) 
33 (86.8% ) 
57 (86.4% ) 
37 (86.0% ) 


Total 201 175 (87.0%) 


centage of total cures in this study (87 per cent) 
perhaps may be attributed to the smaller doses of 
antibiotics used initially. This was done to deter- 
mine the minimal total dose that would result in a 
100 per cent cure rate and as a clinical method to 
suggest bacterial resistance to the antibiotic. 


From the data it appears that such optimal dosage 
is 900,000 units for penicillin; 4 Gm. for strepto- 
mycin; and 3 Gm. for chlortetracycline (Aureomy- 
cin) and for oxytetracycline (Terramycin). Peni- 
cillin and streptomycin resistant strains of gonococci 
have been produced in vitro. There are case reports 
of gonococcal urethritis that failed to respond to 
large doses of penicillin.? Reports in the literature 
do not mention resistant strains of gonococci with 
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GONORRHEA — Mendell et al — continued 


regard to chlortetracycline (Aureomycin) and oxy- 
tetracycline (Terramycin). A definite correlation 
was noted between the use of a larger total dose 
of antibiotic and an increase in the cure rate. This 
suggests variation in the sensitivity of the gonococcus 
to the antibiotic. However, when a large enough 
dose of penicillin, streptomycin, chlortetracycline 
(Aureomycin ), or oxytetracycline (Terramycin) was 
employed, there were no bona fide cases of bac- 
teriologic relapse by smear and stain technique. 

When four equally effective antibiotics are avail- 
able for therapeutic use, the choice other than from 
incidence of side reactions and economic considera- 
tions may depend upon other factors. Therapeutic 
masking of coexistent venereal disease is probably 
the most important factor in the treatment of gon- 
orrhea. Where gonorrhea and a penile ulcer coexist, 
the use of streptomycin would neither mask nor in- 
terfere with the clinical and laboratory diagnosis of 
a syphilitic chancre, in distinction to the other three 
antibiotics. It is acknowledged that in 3 cases, Will- 
cox has shown streptomycin to have some action on 
the Treponema pallidum in sustained dosage,’ but 
it is certainly minimal in comparison with the other 
antibiotics mentioned. Scott stated that chlortetra- 
cycline (Aureomycin) in total dosage not exceeding 
3 Gm. does not interfere with the serologic or dark 
field tests for syphilis.5 Gonorrhea and chancroid 
would both respond to streptomycin, chlortetracycline 
(Aureomycin), and oxytetracycline (Terramycin ). 
Penicillin used for the treatment of gonorrhea would 
not appreciably affect a chancroidal ulcer. 


SUMMARY 


Two hundred one cases of gonococcal urethritis 
were treated with penicillin, streptomycin, chlortetra- 






Number of Physicians in 1953 


The 218,522 physicians licensed to practice in the United 
States in 1953 set an all time record, according to figures 
from the fifty-second annual report on medical licensure 
of the American Medical Association’s Council on Medical 
Education and Hospitals. The report lists 7,276 persons 
added to the medical profession during 1953; and 3,421 
physician deaths were reported to the AMA headquarters. 
This gives a net increase of 3,855 in the physician popula- 
tion of the United States. In 1952, the increase was 2,987. 

Of the 5,646 graduates of approved medical schools in 
the United States to take examinations, only 3.8 per cent 
failed. However, of the 1,463 graduates of foreign medical 
faculties examined, 45.5 per cent failed. 

Physicians engaged in private practice in 1953 were 156,- 
333; those in full time research and teaching, 6,677; interns 
or residents or physicians engaged in hospital administra- 
tion, 29,161; 9,311 were retired or not in practice; and 
17,040 were in government service. 
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cycline (Aureomycin), and oxytetracycline (Terra- 
mycin) with varied dosage schemes. 


In this study, the optimal total dose of penicillin 
for a 100 per cent cure rate was 900,000 units; strep- 
tomycin 4 Gm.; chlortetracycline (Aureomycin) 3 
Gm.; and oxytetracycline (Terramycin) 3 Gm. 


No distinct therapeutic superiority of any one 
drug was noted when adequate dosage was employed. 


Persistent discharge was usually not the result of 
bacteriologic relapse. Careful smears should be made 
for gonococcal and nongonococcal organisms before 
one incriminates antibiotic failure. 


Strains of gonococci vary in their sensitivity to 
penicillin, but no penicillin resistant organisms were 
encountered. This also applies to streptomycin, chlor- 


tetracycline (Aureomycin), and oxytetracycline (Ter- 
ramycin ). 


The authors gratefully acknowledge the aid of Col. Wil- 
liam Patient (MC) USAF, Col. Claude White (MC) USAF, 
and Dr. Ellard Yow in editing the manuscript. 
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DISEASE OF WAR PRISONERS 


Schistosomiasis japonica, also known as Katayama disease, 
is a disease believed to have affected approximately 2,000 
Americans during World War IJ, and they have never been 
treated, according to two Coral Gables, Fla., physicians. 
Dr. John L. Wolford and Dr. John M. Rumball reported 
in the July 17 Journal of the American Medical Association 
on 1 case discovered in a former Japanese prisoner of war 
and expressed their belief that the discovery of the disease 
after ten years stresses “the importance of looking for the 
disease in similar persons.” 


The disease attacks man through free-swimming larvae 
developed in snails, the larvae burrowing into the skin 
usually during swimming or bathing. The former prisoner 
of war treated by the Florida physicians had labored in rice 
paddies for two years, and these areas are known to be in- 
fested with Schistosoma larvae. 
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PATHOLOGY OF SPONTANEOUS ABORTION 
Il. Relationship of Decidual Hemorrhage to Spontaneous 


Abortion and Vitamin C Deficiency 


CARL T. JAVERT,* M.D., New York, New York 


Decipuat hemorrhage can occur at 
any time during pregnancy and become manifest 
clinically as antepartum bleeding. When it occurs in 
the first half of gestation it is called a threatened 
abortion. There is little controversy as to the occur- 
rence of the bleeding, yet contention exists as to 
whether decidual hemorrhage is of primary cause or 
a secondary effect of the spontaneous abortion. The 
views of both schools of thought have been sum- 
marized by Eastman® as follows: “Until recently it 
was generally accepted that the decidual hemorrhage 
was the primary lesion and the death of the embryo 
secondary. However, modern studies have demon- 
strated that the reverse is usually true. The death of 
the embryo is primary and the decidual hemorrhage 
is secondary.” Our own preliminary observations on 
the pathology of 1,500 abortion patients favor the 


older concepts, on which it is the purpose of this 
article to report. 


MATERIALS AND METHODS 


Mall and Meyer'® pointed out in 1921 the lack of 
information regarding the decidua in spontaneous 
abortion. This was due (and still often is) either to 
the conservative management of patients with in- 
complete abortion, namely no curettage, which re- 
sulted in little or no decidua for histologic examina- 
tion, or to the failure of the pathologist to examine 
adequately the specimen. However, for the purpose 
of an extended study of spontaneous abortion still 
in progress and to be reported more fully when a 
total of 2,000 cases is reached, it has become our 
practice to intervene early, and as a result completion 
of the incomplete abortion was performed in 75 per 
cent of our patients. To date, 1,334 patients have 
had a complete gross and histologic examination of 
the decidua, either on the expelled specimen or on 
the products removed in the operating room or on 
both. All specimens were examined microscopically 
without prior knowledge of the clinical or laboratory 


Read before the Texas Association of Obstetricians and Gynecolo- 
gists, February 19, 1954. 
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course of the patient, with the result shown in tables 
1 and 2. 


TABLE 1.—Condition of Decidua in 1,334 Spontaneous Abortion 
Specimens as Compared with Control Group of 361 Cases. 


Spontaneous Abortion Control Group* 

No. Go ; No. % 
Normal . . . 83 6.2 268 74.2 
Abnormal . . 1,251 93.8 93 25.8 


Total 1,334 100.0 100.0 


*Therapeutic and unintentional abortion specimens. 


TABLE 2.—-Conditions Found in Decidua of 1,334 Cases Mentioned 
in Table 1 as Compared with 361 Control Specimens. 


Spontaneous Abortion Control Group* 
No. % No. % 
Hemorrhage 810 60.7 31 8.6 
Degeneration . . 680 50.9 75 20.7 
Infection ... ee 372 42.8 13 3.6 
Normal .. cages 83 6.2 268 72,9 


oO 


“*Therapeutic and unintentional abortion specimens. , 

Fasting blood plasma vitamin C determinations 
were performed on a series of 420 normal, untreated 
(no forced vitamin C therapy), obstetric patients at 
various stages in their pregnancies, using the Mindlin 
and Butler®® technique. A graph of the average values 
is plotted in figure 1. Approximately half of the 
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FiG. 1. Average plasma vitamin C values in 420 patients in vari- 
ous weeks of pregnancy. The number of patients studied in each 
four-week period of pregnancy is indicated at the top of the graph. 


total number had been previously reported.'' Preg- 
nant patients with values of 0.5 mg. per 100 cc. or 
less were considered deficient since they were often 
found associated with clinical manifestations of idio- 
pathic bleeding from the nose, gums, anus, and vagina 
and of an easily bruised skin. Some investigators 
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SPONTANEOUS ABORTION — Javert — continued 


prefer 0.4 mg. per 100 cc. for nonpregnant patients, 
a level which may not be applicable to pregnant pa- 
tients. Table 3 gives data for 237 patients in the 


TABLE 3.—Plasma Vitamin C Concentration in 354 Untreated* 
Obstetric Patients Having Normal Early Pregnancy 
and/or Threatened, Spontaneous Abortion. 


Plasma Vitamin C 





No. Average Value Deficiencyt 
Cases (mg./100 cc. ) No. % 
Normal pregnancy 
(8-22 weeks) 237 0.58 110 46.6 
Threatened abortion te. (ee 0.49 8 47.0 
Spontaneous abortion 100 45 
With decidual 
hemorrhage . 53 0.49 30 56.6 
Without decidual 
hemorrhage . oar 0.76 15 31.2 


Grand total 354 


~*No forced vitamin C therapy. 
+0.50 mg. per 100 cc. or less. 


first half of their untreated pregnancies (all of whom 
also are included in figure 1) and on other cases of 
nontreated and threatened and spontaneous abortion. 

Plasma vitamin C determinations were obtained on 
103 normal, nonpregnant, gynecologic patients, as 
shown in table 4. Some of these had menorrhagia 
and some did not. Correlation was made with the 
plasma vitamin C determinations and the presence 
and absence of decidual hemorrhage in table 5. An- 


TABLE 4.—Plasma Vitamin C Concentration in Normal, Nonpregnant, 
Gynecologic Patients with and Without Menorrhagia. 


Plasma Vitamin C 


No. Average Value Deficiency * 
Cases (mg./100 cc.) No. 
Without menorrhagia carn 0.79 22 
With menorrhagia . ee 0.48 16 


103 


Total 
*0.50 mg. per 100 cc. or less. 


TABLE 5.—Decidual Hemorrhage in 100 Spontaneous Abortion 
Specimens Correlated with Maternal Plasma 
Vitamin C Concentration. 








~ Plasma Decidual 
Vitamin C Hemor- 
Plasma Vitamin C No. Average Value rhage 
Concentration * (Cases ( mg./1 00 cc.) No. 
Deficiency 
(<0.50 mg./100 cc.) . 0.22 30 
Sufficiency 
CSIRST ae FIGS Gt.) ose eine 55 0.95 22 
Toral . 100 53 





*Mindlin and Butler technique. 


other group of 25 normal, obstetric patients had vita- 
min C determination made before and during forced 
vitamin C therapy, consisting of a daily intake of 
350 mg. of vitamin C in citrus fruits and 150 mg. 
as Hesperidin C (National Drug Company) with 
the results shown in table 6. 


Clinical application of the possible relationship of 
forced vitamin C intake for the prevention of deci- 
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dual hemorrhage was employed on 100 habitual abor- 
tion patients and the results have been published 
elsewhere.!® It had been determined previously from 


TABLE 6.—Plasma Vitamin C Concentration of 25 Normal Obstetric 
Patients in Early Pregnancy, Before and During 
Forced Vitamin C Therapy.* 
Plasma Vitamin C 





Average Value Deficiency 
(mg./100 cc. ) No. 
Before therapy 0.42 ee 7 12° 
During therapy 1.26 2 





~~ *High citrus diet (350 mg. of vitamin C daily) plus Hesperidin 
C 50 mg. three times a day (150 mg. of vitamin C daily) totaling 
500 mg. of vitamin C daily. 


67 specimens of such patients that decidual hemor- 
rhage existed in 54 per cent. A diet rich in citrus 
fruits provided a daily intake of 350 mg. of vitamin 
C, and Hesperidin C supplement provided 50 mg. 
three times a day for a daily total of 500 mg. Vita- 
min K was also employed, and the rest of the regimen 
consisted of no diethylstilbestrol or progesterone, no 
coitus, no bed rest except for threatened abortion, 
thyroid extract only when indicated, psychotherapy, 
and sedation as indicated. The results obtained with 
this regimen are shown in table 7. 


TABLE 7.—Distribution of 100 Habitual Abortion Patients as to 
Clinical Type and End Results. 





Spon- Premature and 
taneous Full Term 
No. Abortion Delivery 
Cases No. No. 
Primary 76 8 68 
Secondary eT ; Se 15 0 15 
Total ; 91 8 83 
Undelivered 9 


Grand total 100 





RESULTS 


The decidua was normal in only 6 per cent of the 
1,334 spontaneous abortion specimens and abnormal 
in 94 per cent, whereas the control group of 361 
therapeutic and unintentional abortion specimens 
yielded values of 74.2 and 25.8 per cent respectively 
for these two conditions (table 1). The abnormal 
conditions found in the decidua are given in table 2, 
with’ decidual hemorrhage as the commonest lesion 
in 61 per cent of the specimens; only 9 per cent of 
the control group had this lesion. 


Figure 1 gives the average plasma vitamin C con- 
centration of the 420 obstetric patients. Some of 
these had several tests repeated in the various months 
of pregnancy. There is a gradual decline from an 
average value of 1.0 mg. per 100 cc. in the non- 
pregnant patient to 0.29 mg. per 100 cc. at term. 
Prior to this, low points were reached in the sixteenth 
week of gestation, by which time most of the spon- 
taneous abortions have occurred, and in the twenty- 
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fourth week. The low value at term may be one of 
the etiologic factors in premature separation of the 
normally implanted placenta. 

Table 3 presents data on 354 obstetric patients 
who had blood determinations made at the time of 
the first antenatal visit, at the time of hospital ad- 
mission for threatened abortion, and at the time of 
admission for spontaneous abortion. Most of these 
patients had received little or no dietary instructions 
or vitamin C therapy prior to being studied. The 
average plasma C value of 0.58 mg. per 100 cc. for 
normal pregnancy is slightly higher than for patients 
with threatened and spontaneous abortion with deci- 
dual hemorrhage, these patients having values of 0.49 
mg. per 100 cc., whereas the group without decidual 
hemorrhage had a higher value of 0.76 mg. per 100 
cc. The percentage incidence of vitamin C deficiency 
was 56.6 per cent in the group with decidual hemor- 
rhage and only 31 per cent in the group with no 
hemorrhage. The figures in table 3 also approximate 
the pathologic incidence of decidual hemorrhage as a 
cause for the abortion (table 2) as well as the inci- 
dence of other causes responsible for the miscarriage. 


FIG. 2a. Histologic section, low power, of well preserved decidua, 
which was expelled spontaneously by a patient with ‘‘threatened 
abortion." Note hyperemia and decidual hemorrhage. 

b. Decidua of spontaneous abortion specimen. The patient had 
symptoms of “‘threatened abortion.’’ Note extensive hyperemia and 
decidual hemorrhage. Plasma vitamin C concentration of the patient 
was 0.00 mg. per 100 cc. 


However the duration of a chronic vitamin C de- 
ficiency in the spontaneous abortion patient is un- 
known. It can be seen that less than one-third of 
nonpregnant, gynecologic patients without menor- 
rhagia (table 4) and of nonpregnant, obstetric pa- 
tients (fig. 1) are deficient in vitamin C, as com- 
pared with almost half of the patients in normal 
pregnancy. The difference represents those who have 
developed an acute deficiency because of the increased 
requirements of pregnancy. Even so, it is well known 
that 0.00 plasma levels can exist for months before 
clinical bleeding develops. 


Table 4 gives the vitamin C concentration of 103_ 
nonpregnant, gynecologic patients. Those with men- 
orrhagia had an average vitamin C level of only 
0.48 mg. per 100 cc., within the scorbutic range, 
and 16 patients had an actual vitamin C deficiency. 
This is of interest and particularly significant since 
some of these very patients turned up later with 
spontaneous abortion. 


A distinct correlation was found between vitamin 
C deficiency and decidual hemorrhage (table 5). 
When there was a maternal deficiency in vitamin C, 
decidual hemorrhage was found in two-thirds of the 


bee 
> 


c. Erosion of a vein in the decidua basalis by the trophoblast ac- 
companied by distinct decidual hemorrhage on the left side of the 
curettage specimen as pictured. 

d. Curettage specimen showing erosion of a vein in the myometri- 
um by the trophoblast directly beneath the implantation site of the 
placenta. 


TEXAS State Journal of Medicine 





eeu 


ac- 
the 


tri- 
the 





SPONTANEOUS ABORTION — Javert — continued 


abortion specimens. Nevertheless, when there was a 
sufficiency of vitamin C, decidual hemorrhage was 
still observed in two-fifths of the specimens. Prob- 
ably this group of patients have either uterine con- 
tractions, stretching or trophoblastic invasion of 
decidual veins (fig. 2c and d), vitamin K deficiency, 
afibrinogenemia, hormone deficiency, or other causes 
of decidual hemorrhage. 

The evidence in table 6 suggests that the daily re- 
quirement of vitamin C during pregnancy is far in 
excess of the 100 mg. per day stated by the National 
Research Council.?* Thysell found that this amount 
was necessary to produce a blood level of 1.0 mg. 
per 100 cc. in nonpregnant persons. 

Further clinical experience with vitamin C therapy 
was obtained from 100 patients with “habitual abor- 
tion” (table 7). The treatment outlined previously 
yielded a successful outcome of the pregnancy in 91 
per cent of these patients.’ Decidual hemorrhage 
was a common factor in these patients, since it was 
found in 54 per cent of the abortion specimens of 
previous pregnancies not so treated. It was found in 
only 5 per cent of the treated habitual abortion 
patients. 


DISCUSSION 


Vaginal bleeding in early pregnancy has received 
considerable attention in the literature, bu’ seldom 
has vitamin C deficiency been mentioned as a causa- 
tive factor. However, it is well known that a person 
may have no plasma vitamin C for months before 
developing scurvy. Tissues important to pregnancy 
which contain much vitamin C are the corpus luteum, 
the adrenal gland and the pituitary gland, according 
to Rosenberg** and Bicknell and Prescott,* as well as 
the placenta. The occurrence of hemorrhage in the 
decidual portion of the platenta may be a manifesta- 
tion of maternal scurvy. 


The daily requirement of vitamin C can be ob- 
tained easily by following a diet rich in citrus fruits, 
which, according to Krehl and Cowgill,’* “remain 
as one of the most practical sources of ascorbic acid 
in the nutritional economy.” They found virtually 
no difference in the ascorbic acid content of fresh 
and frozen citrus juices. The average ascorbic acid 
content of orange juice was approximately 40 mg. 
per 100 cc. and of citrus salad (orange and grape- 
fruit sections mixed) 30 mg. per 100 Gm. The 
amount of vitamin C required to maintain sufficient 
blood plasma levels is definitely increased in preg- 
nancy. When patients have had repeated abortions, 
a total.of 500 mg. is provided daily. A high citrus 
diet provides 350 mg., and vitamin C supplement or 
Hesperidin C provides an additional 150 mg. Oc- 
casionally, some patients with values of 0.00 mg. per 
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100 cc. respond poorly to oral vitamin C and require 
1,000 mg. intravenously, after which adequate levels 
usually can be maintained by the oral medication. 

Vitamin C in pregnancy is required for the rapid 
growth of the products of conception. Obviously 
any protoplasmic mass, whether plant or animal, re- 
quires adequate nutrition, including ample amounts 
of vitamin C. At the end of the first half of gesta- 
tion (22 weeks) the average fetus weighs 500 Gm., 
which represents an increase of more than 1,000 
times the initial weight of the previllous embryo. 
In the last 18 weeks of pregnancy the infant grows 
from 500 Gm. to approximately 3,500 Gm., an in- 
crease of only seven times. 


Some of our pregnant patients with slight vaginal 
bleeding have given a history of idiopathic bleeding 
from the nose, gums, anus, and skin ecchymoses, with 
no specific pathologic conditions to account for the 
hemorrhage. Our studies on such patients often re- 
vealed a low blood plasma vitamin C concentration, 
ranging from 0.00 mg. per 100 cc. to 0.35 mg. per 
100 cc. Forced vitamin C therapy raised the blood 
values to normal and controlled this bleeding ten- 
dency in the majority of the patients. Neiwert, Engle- 
berg, and Pirk?! studied 104 patients with nose- 
bleeds and nearly half of these had no apparent cause 
for the bleeding. Yet 65 per cent had vitamin C 
levels less than 0.5 mg. per 100 cc., which responded 
to vitamin C therapy. These authors concluded that 
vitamins C and K have a definite place in the man- 
agement of idiopathic nasal hemorrhage. Some of 
our gynecologic patients with menorrhagia had low 
vitamin C levels (table 4), which responded to 
therapy with vitamins C and K. A few of these pa- 
tients were not so treated, and they developed spon- 
taneous abortion in a subsequent pregnancy. 

Pathologic studies have shown that there are many 
fetal and maternal factors that cause spontaneous 
abortions. These have been summarized by DeLee 
and Greenhill® as diseases of the amnion, chorion, 
placenta, cord, and fetus. Each of these factors was 
correlated with vitamin C deficiency and only deci- 
dual hemorrhage had a high incidence (61 per cent) 
in the 1,334 spontaneous abortion specimens (table 
2). 

The decidua usually degenerates and atrophies 
progressively with the endometrium so that at term 
much of it is cast off with the placenta, where it can 
be seen in the histologic sections. However, in early 
pregnancy it is usually in a better state of preserva- 
tion, and after spontaneous abortion much of it re- 
mains within the uterus, as determined by a study 
of the curettage specimens, especially when the fetal 
death has followed extensive decidual hemorrhage or 
premature separation of the placenta. On the other 
hand, when the fetus has died in utero of a cord com- 
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plication’® with delay in expulsion as in a “missed 
abortion,” the decidua is usually degenerated as in a 
term pregnancy and is not hemorrhagic. 


Occasionally a patient with a threatened abortion 
will expell “tissue” which is sent to the laboratory 
for study. Histologic section of it usually reveals de- 
generation and/or extensive decidual hemorrhage 
(fig. 2a). Frequently the abortion becomes inevita- 
ble and completion becomes necessary. Decidual 
hemorrhage is usually found in the curettage speci- 
men of such patients (fig. 2b), which reveals a 
degree of hemorrhage even more extensive than was 
observed in the decidua expelled spontaneously ( fig. 
2a). Clinical experience teaches that antepartum 
bleeding interpreted as threatened abortion is not 
always followed by spontaneous abortion. In a study 
of 439 patients with bleeding in the first trimester 
of pregnancy, Stander*® found that 67 per cent sub- 
sequently had a premature or full term delivery, as 
did 70 per cent of 1,570 such patients observed by 
Colvin, Bartholomew, Grimes, and Fish.6 Perhaps 
some of these patients had vaginal bleeding not 
from the decidua but from a cervical polyp or an 
erosion, either of which could have been detected 
by speculum examination. 


Many of the recent studies suggest that 60 per 
cent of the abortion specimens have pathologic ova, 
embryos, and fetuses. However, the incidence of such 
fetuses was only 22 per cent in our 1,500 consecutive 
cases studied to date. These data are suggestive of 
the occurrence of. decidual hemorrhage as a primary 
factor in spontaneous abortion rather than the intra- 
uterine death of the fetus as mentioned by Eastman.® 
Moreover, decidual hemorrhage was found in only 9 
per cent of the control patients, most of whom had 
a therapeutic abortion, which excludes trauma of the 
curette as the cause of the decidual hemorrhage as 
some have contended. 

Decidual bleeding in early pregnancy is also af- 
fected by certain interrelated physiologic, biologic, 
chemical, physical, and pathologic factors. There is 
difficulty in arriving at these factors, for only rarely 
does one have the human conceptus sufficiently in- 
tact with the surrounding uterus for the determina- 
tion of the various conditions causing the abortion. 
In other words, the uterus and decidua remain in the 
patient and often only the castoff fetal products of 
conception, in various stages of preservation, are 
available for pathologic examination. Consequently, 
few studies have been made of the decidua in utero 
and the work of Rutherford?® in 1942 is outstanding. 
He obtained decidual biopsies on 100 consecutive 
patients with threatened abortion and found “decidual 
apoplexy,” consisting of hemorrhage, necrosis, cellu- 


lar infiltration, and vascular thrombosis, similar to 
that shown in figure 2a and b. He attributed these 
pathologic changes in many of the cases that subse- 
quently aborted to progesterone deficiency and there- 
fore advocated corrective endocrine therapy. 


At about the same time Javert and Stander’ postu- 
lated that deficiency in vitamins C and K also caused 
decidual bleeding and offered this theory as a factor 
in the pathogenesis of spontaneous abortion. They 
presented laboratory evidence of hypovitaminosis C 
and K and offered clinical data on their therapeutic 
value. Meanwhile, pathologic studies of the rela- 
tionship of vitamin C deficiency and decidual hemor- 
rhage were initiated but were postponed because of 
World War II. These studies were recently resumed 
and form the basis for this report. 


Barnes* made assays of vitamin C of the placenta 
in 1947, and Holzaepfel and Barnes'® found the 
greatest concentration of vitamin C in the syncytial 
layer of the villi, which is of fetal origin. This is in 
agreement with the high fetal values found in the 
fetal cord blood by Javert and Stander;" Teel, Burke, 
and Draper;?7 Abt, Farmer, and Epstein;' and Brae- 
strup.> The decidua is the only maternal part of the 
placenta and the vitamin C concentration of this 
tissue has yet to be studied thoroughly. Meanwhile, 
in 1948 Power”? reported 13 patients with a degen- 
erated decidua which he regarded as a cause of the 
decidual bleeding and he questioned the value of 
endocrine therapy. Javert and Finn’® in a prelimi- 
nary study in 1950 of 500 consecutive spontaneous 
abortion specimens found evidence of decidual hem- 
orrhage in 45 per cent. They suggested preventive 
measures such as a diet rich in citrus fruits and the 
use of vitamin C and K supplements. 


Ramsey”* found in the rhesus monkey that the 
spiral arterioles of the myometrium and endometrium 
uncoiled like a rubber hose as the pregnant uterus 
increased in size. However, the veins were usually 
straight and distended and became stretched as the 
uterus enlarged. Here then, is another normal physi- 
cal factor which may cause decidual hemorrhage if 
the veins become hyperemic, engorged, and over- 
stretched to the breaking point and the bleeding and 
clotting mechanism is not in balance.'® Add to this 
the biologic factor of trophoblastic erosion of both 
decidual and myometrial veins (fig. 2c and d) and 
the stage is set for slight bleeding, which is to be 
regarded as a normal physiologic process since it is 
often recognized clinically as the “placental sign” or 
as “implantation bleeding.” However, when such 
bleeding becomes more extensive, it is pathologic 
and one has either a partial or a complete premature 
separation of the placenta (decidual hemorrhage) in 
the first half of gestation. The relationship of capil- 
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SPONTANEOUS ABORTION — Javert — continued 


lary fragility and vitamin C deficiency to these events 
seems rather obvious. 

Finally, as stated in table 5, decidual hemorrhage 
was found in 22 of 55 spontaneous abortion patients 
with a sufficiency of vitamin C, signifying that there 
are other causes of such bleeding. Although investi- 
gation of the other causes of decidual hemorrhage 
were not within the scope of this study, conditions 
other than those mentioned previously may cause it, 
namely, premature uterine contractions, placenta pre- 
via, vitamin K deficiency, afibrinogenemia, surgical 
excision of the corpus luteum in early pregnancy, 
and increased maternal blood volume. 


CONCLUSIONS 


A pathologic study of 1,334 patients with decidua 
present in their spontaneous abortion specimens re- 
vealed decidual hemorrhage in 61 per cent. 

In cases in which the mothers had a plasma vita- 
min C deficiency, two-thirds of the abortion speci- 
mens had decidual hemorrhage. Decidual hemorrhage 
was found in more than half of 67 habitual abortion 
specimens. 

The plasma vitamin C concentration decreases in 
normal pregnancy from an average nonpregnant value 
of 1.0 mg. per 100 cc. to 0.29 mg. per 100 cc. at 
term. This decline is due to the growing proto- 
plasmic mass of the fetus and the nausea and vomit- 
ing of the mother. 

The obstetric patient was considered deficient in 
vitamin C when the plasma vitamin C value was 
0.50 mg. per 100 cc. or less since abnormal bleeding 
occurs more frequently from the nose, gums, anus, 
and vagina and into the skin under such circum- 
stances. 

Approximately 45 per cent of three groups of ob- 


Unusual Heart Operations Reported 


Dr. Michael E. DeBakey and Dr. Denton Cooley, Hous- 
ton, report in the August 14 Journal of the American Med- 
ical Association surgical success with a blood vessel graft 
during which the flow of blood was stopped for an hour. 


The Houston physicians, in perhaps the first operation of 
its kind, stopped a patient’s circulation for an hour while 
a new section was grafted into a faulty main artery just 
above the heart. The patient suffered no apparent damage 
to the spinal cord or vital organs which usually follows 
stoppage of circulation for even a few minutes. ‘Freezing’ 
the patient by gradual cooling for several hours before the 
operation prevented damage, the doctors report. 

Grafts have been used on straight portions of vessels in 
similar cases of aneurysms, but the doctors believe this to 
be the first successful graft on the aorta where it arches 
over the heart. 


In the same issue of the journal, two additional unusual 


SEPTEMBER 1954 






657 


stetric patients, those with normal’ pregnancy and 
with threatened and spontaneous abortion, had plas- 
ma vitamin C deficiency. This is in contrast to de- 
ficiency in less than one-third of the normal non- 
pregnant women. 

When the spontaneous abortion specimens had 
decidual hemorrhage, maternal deficiency was found 
in 56.6 per cent and when there was no decidual 
hemorrhage, the incidence was only 31 per cent. 

Avitaminosis C was eliminated in all but 2 pa- 
tients with forced vitamin C therapy in 25 pregnant 
patients. Their average plasma vitamin C value of 
0.42 mg. per 100 cc. was raised to 1.26 mg. per 100 
cc. during pregnancy by a diet rich in citrus fruits 
providing 350 mg. of vitamin C and a Hesperidin C 
supplement of 50 mg. three times daily for a total 
of 500 mg. daily. 

Prepartum and antepartum therapy with vitamins 
C and K in 100 patients with histories of habitual 
abortion yielded successful outcome in 91 per cent. 
Decidual hemorrhage occurred in only 5 per cent 
of these treated pregnancies. 

Histochemical studies of vitamin C should be made 
on the decidua. 

Decidual hemorrhage was found in two-fifths of 
the specimens when there was a maternal sufficiency 
of vitamin C, so that other interrelated physiclogic, 
biologic, chemical, physical, and pathologic factors, 
such as premature uterine contractions, stretching and 
trophoblastic erosion of decidual veins, increased 
maternal blood volume, placenta previa, vitamin K 
deficiency, afibrinogenemia, and surgical excision of 
the corpus luteum, may also cause its production. 
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operations near the heart are described. Two New York 
doctors, Dr. Cranston W. Holman and Dr. Israel Steinberg, 
tell of a successful operation on a patient for gradual 
closure of a blood vessel. Drs. William J. Potts, Paul H. 
Holinger, and Arthur H. Rosenblum, Chicago, report that 
they successfully cut and relocated a misplaced vein which 


pressed against the windpipe and aorta of a five month old 
baby. 


‘Cancer Cure’ Only Cough Medicine 


The American Medical Association’s Bureau of Investiga- 
tion reported in the June 12 Journal of the American Med- 
ical Association that the only “pharmacologically active” in- 
gtedient in the so-called Hoxsey “cancer tonic” is a drug 
which is used mainly in cough medicine. The bureau re- 
ported that the drug “is without therapeutic merit in the 
treatment of cancer” and that it sees no reason for the AMA 
further to investigate the remedy. 








TREATMENT OF ACUTE 


HAL W. MAXWELL, 


Except for the injuries from a lat- 
eral direction, nature has provided moderately good 
protection for the eye and the adnexa by the brows, 
lids, and bony orbital margins. 

An American College of Surgeons news bulletin 
stated that in time of war, eye injuries could be ex- 
pected to represent about 5 per cent of all hospital 
admissions for battle wounds and 10 per cent or 
more of all accidental, noncombat- incurred injuries. 
This should hold true for mass civilian casualties in 
any future war.' 

Abrasions of the cornea and conjunctiva, with or 
without superficial foreign bodies (nonpenetrating), 
are probably the most common ocular injuries seen, 
either in civilian or military life. 

Intra-ocular foreign bodies are not considered in 
this paper, other than to suggest that a flat roentgeno- 
gram should be taken if in doubt and an intra-ocular 
localization should be done after referring the patient 
to a competent eye surgeon for treatment. Fractures 
of the bones of the orbit are not discussed. 

After checking the visual acuity, if possible, 1 per 
cent Pontocaine Hydrochloride and 2 per cent fluor- 
escein should be used in the conjunctival sac to deter- 
mine the extent of the injury. If there is a foreign 
body present, it should be removed gently and care- 
fully by washing with saline, by using a saline damp- 
ened cotton pledget, or by using a spud. If the foreign 
body is metallic and has been present a few hours, 
the rust stain also should be removed with a spud or 
by means of a small rounded dental bur (held in 
the fingers or by a small handle) by an ophthalmic 
surgeon. , 

Provided the visual acuity is adequate in the op- 
posite eye, I prefer to patch firmly most of these 
abrasions after first instilling medication, repeating 
this daily until healing has occurred as indicated by 
failure of the epithelium to take a stain. Swan'* 
showed that medication used in the conjunctival sac, 
to be effective, should be used in a proper vehicle. 

It was shown that some medications in ointment 
form retarded epithelial healing more than they did 
in solutions. As suggested by Leopold,® I prefer one 
of the antibiotics (bacitracin, neomycin, Polysporin, 
and the like) which is not used systemically as are 
penicillin, Terramycin, Aureomycin, and others. In 
case of sensitivity the latter drugs may be used for 
generalized infections. He also stated that Gantrisin 
and sulfacetimide (15 per cent, half strength), either 
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OPHTHALMIC INJURIES 


M. D., Dallas, Texas 


in ophthalmic solution or ointment, were the topical 
sulfonamides of choice. Depending on the severity 
of the lesion, the age, and the ocular tension, cyclo- 
plegics (2 per cent homatropine and 1 per cent atro- 
pine) may or may not be used to splint the iris and 
ciliary body. 


CONTUSIONS 


Contusions are injuries that do not cause a break 
in the surface structures. “B-B” guns are one of the 
worst offenders, accounting for the loss of several 
eyes each year. Hogan* stated that compared with 
other ocular injuries, contusions were not common 
in either civilian or military life. 

Eyelid contusions (“shiner,” “mouse”), due to the 
thin skin and loose subcutaneous tissues, are char- 
acterized by marked edema and ecchymosis. The 
edema usually subsides with or without cold com- 
presses or a piece of “raw meat.” The blood pigments 
undergo their color changes (red, blue, yellow, green ) 
until the tissues have returned to their previous state 
and color (within one to three weeks). 


Occasionally the fluid in the lids may have to be 
incised and drained. Antibiotics and sulfonamides 
are indicated to prevent infection. Conjunctival con- 
tusions require little if any treatment, though hot 
compresses will hasten absorption of the blood. If 
the hemorrhage does not stop, cold compresses might 
be used. When the conjunctiva protrudes over the 
lid margin, an incision might be considered. 


Unless there is a tear in Descemet’s membrane, 
corneal contusions respond to rest, firm patching, and 
mydriatics. With a rent in the glass membrane, the 
cornea may become hazy with edema and may even 
become blood stained from blood 
chamber. 


in the anterior 


Limbal and scleral contusions may cause rupture 
of the eyeball with little damage to the interior of 
the eye. Where possible, these ruptures should be 
sutured (black silk or catgut) after excising protrud- 
ing tissue and covering with a conjunctival flap. If 
the globe has collapsed, the eye should be enucleated. 


Temporary iridoplegia from contusions of the eye 
may occur with or without iridodialysis. Bed rest 
and mydriatics may be required at the time of the 
injury. Later (two to three weeks) a surgical repair 
of iridodialysis may be done by pulling the iris into 
the limbal section and either suturing it or touching 
it with a diathermy needle. A conjunctival flap 
should cover the limbal section. Contusions which 
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ACUTE EYE INJURIES — Maxwell — continued 
tear the ciliary body are best treated by bed rest and 
cycloplegics. 

Thygeson and Beard'* have recently brought out 
the importance of the hyphemia resulting from tears 
of the ciliary body and base of the iris. They stressed 
the importance of absolute bed rest, bilateral patch- 
ing, homatropine five times daily, and 100 mg. of 
vitamin C and 60 mg. of rutin three times daily 
(there is no clinical proof of the value of vitamin C 
and rutin). Lock’ of England advocated the repeated 
use of homatropine. Fralick and others used miotics 
to pull the iris away from the angle. 


According to Thygeson and Beard, with secondary 
hemorrhage (three to ten days, usually from the 
ciliary body rather than from the iris) the visual 
function of the eye may be impaired or the eye may 
be lost. Repeated paracentesis with removal of blood, 
if possible, to prevent staining of the cornea and to 
lower intra-ocular tension, and miotics along with 
bed rest and patching of both eyes are imperative. 


Contusions of the eyeball may cause tears in the 
choroid and retina with hemorrhage into the vitreous. 
Bed rest, patching, and cycloplegics or Cortone or 
ACTH systemically are indicated. Vitreous opacities 
have been reported as responding to lipotropic sub- 
stance." 


Contusions of the lens may cause subluxation, lux- 
ation, or various types of opacities.’ These injuries 
usually require no immediate treatment, but later the 
lens may have to be removed and the ocular tension 
controlled by surgery. 

Optic nerve injuries from contusions are not com- 
mon. Papilledema may result from a contrecoup 
lesion. If hemorrhage occurs into the nerve or nerve 
sheath and vision does not improve when the edema 
subsides, treatment is of little value. Aside from the 
injuries caused by fractures of adjacent orbital bones, 
contusions of the head may cause intra-orbital hemor- 
thage and proptosis. This hemorrhage usually sub- 
sides with no treatment. The extra-ocular muscles 
that may be temporarily paralyzed from contusions 
usually return to normal function without treatment 
unless there is a fracture or intracranial injury. The 
detachment of the oblique pulley may require surgi- 
cal reattachment. 


LACERATIONS 


Scheie has recently discussed the importance of 
proper treatment of lacerations of the eye and ad- 
nexa.!! First aid for lacerations of the eyelid should 
involve sterile dressings and protection of the eye- 
ball, if exposed. The wound edges should be cleansed 
with sterile saline and all foreign bodies removed. 
Because of the excellent nutrition of the tissues, little 
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débridement is indicated. The cornea, if exposed by 
an extensive laceration, should be protected by an 
ophthalmic ointment or a conjunctival flap. 

The general condition of the patient should always 
be observed. Intra-ocular damage, orbital injuries 
(fracture), and intracranial lesions should be ruled 
out before extensive surgery is attempted. General 
anesthesia and a tetanus booster or antitoxin, with or 
without antibiotics, are indicated. A great deal of 
hospital time and needless plastic procedures could 
be prevented if the primary eyelid surgery could be 
done by a competent ophthalmic surgeon. 

Where the laceration extends through the lid mar- 
gin, early repair is imperative. After seven to ten 
days the results of surgery are not as good, and notch- 
ing due to fibrosis and retraction of the margins is 
the rule. 

One of the better methods of repair was described 
by Wheeler as follows: the skin and orbicularis mus- 
cle are cut back on one margin of the laceration and 
the tarsus and conjunctiva are trimmed an equal 
amount and sutured with a 3-0 plain or chromic cat- 
gut, burying the suture and closing the skin with a 
5-0 black silk, thus giving a lattice-like closure and 
preventing notching. Hughes sometimes uses a tongue 
and groove closure of the inner half of the lid with 
a long skin flap covering the inner sutures so that 
the suture lines will not be superimposed. He stressed 
the importance of firm pressure for one to two weeks. 

Still another method is direct closure in layers with 
especial attention to the lid margin by suturing with 
silk in the greyline. If some of the lid tissue is lost, 
the defect may be repaired by canthotomy and under- 
mining the skin to cover the defect or Hughes’ halv- 
ing procedure may be used along with a tarsorrhaphy. 
Healing is usually by primary intention due to the 
excellent blood supply of the lids. Though the eye- 
ball may be lost, the lids should be repaired over a 
conformer so that a prosthesis can be retained and 
worn. 

Lacerations of the lid that tear through the can- 
aliculus are a definite problem. The loose areolar 
tissue between the tarsus and canthal ligament makes 
it difficult to find the cut ends of the ligament, and 
sutures frequently pull out because of the pull of the 
orbicularis muscle. The canaliculus is a small canal 
consisting of two epithelial layers, and the two cut 
ends are usually difficult to identify. 

Scheie described one of his methods for repairing 
the lower lid. He took a piece of the lower border 
of the tarsus leaving the medial end attached, passed 
it under previously undermined skin to the anterior 
lacrimal crest, and sutured it after the canaliculus had 
been identified and catheterized with a nylon suture 
which was then brought out through the lacrimal sac 
and skin. The tarsal tongue relieved the tension. The 
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subcutaneous tissues and skin were closed with catgut 
and silk sutures. Silk or nylon tubing also has been 
used in repairing these injuries. 

Another method of relieving the tension is to use 
mattress sutures tied over rubber pegs anchoring 
them to the periosteum, then brought out through 
the skin and again tied over rubber pegs. Sutures 
(tarsorrhapy ) between the two lids further reinforce 
the lacerated lid. 


In lacerations of the eyeball, Scheie believed that 
it was safer to use atropine than to worry about the 
undesirable side effects that sometimes occur. Anti- 
biotics and tetanus toxoid should be given. Exami- 
nation of the lacerated eye should be made by a com- 
petent eye surgeon, using the proper instruments and 
anesthesia to prevent further trauma by the patient 
squeezing his lids. 

The type of surgery depends on the condition of 
the eye, that is, whether there is hemorrhage, foreign 
body, present loss of vitreous, and the like. Lacera- 
tions of the cornea, if small and with no protrusions 
of the ocular contents, may be treated with atropine 
and antibiotics. Otherwise the protrusion should be 
excised and the cornea closed with fine 6-0 silk and 
a conjunctival flap pulled over the wound. Limbal 
and scleral wounds should be sutured and covered 
with a flap. Topical and systemic Cortone should be 
considered along with the previously mentioned med- 
ications. The eye should be observed closely at fre- 
quent intervals for one year for evidences of sympa- 
thetic ophthalmitis, secondary infection, and glaucoma. 

With damage to the lens, endophthalmitis phaco- 
anaphylactica should be kept in mind. Cortone both 
topically and systemically has helped in preventing 
and treating this condition. Scheie stressed the fact 
that if there is doubt as to the development of sym- 
pathetic ophthalmitis, the eye should be enucleated 
during the first two weeks. 


BURNS 


The general systemic condition of any patient with 
a burn of the eye should receive prompt attention to 
combat shock and loss of fluids. If indicated, systemic 
Cortone, morphine, whole blood, plasma, or saline, 
along with antibiotics to prevent infection, may be 
given. 


Thermal Burns 


Leahey® stated that thermal burns of the upper 
face, besides endangering sight, cause more cosmetic 
defects than burns of similar extent elsewhere. Skin 
burns of the eyelids should be cleaned gently with- 
out débridement and covered with thin Vaseline gauze 
and a gentle pressure dressing. 


First degree burns require little treatment other 
than boric acid ointment or one of the other soothing 
preparations (boric acid when used on extensive 
burns has been reported as causing toxic symptoms). 
Superficial second degree burns may heal in two 
weeks without scarring. Dressings, if they are clean 
and dry, may be left on seven to ten days. However, 
second and third degree burns usually soak through 
the dressing, and it must be changed daily. Besides 
using bandage to hold the pressure dressing in place, 
stockinet has been used. 

Deep second degree and third degree burns usually 
require prolonged treatment before all the necrotic 
tissue is removed and before the tissue is ready for 
either split or full thickness skin grafts, with a base 
from infection. Split thickness grafts usually take 
more readily than full thickness ones, but scarring 
is more marked. Skin grafting should be done as 
early as possible to prevent further scarring and 
ectropion, but it is usually three weeks or more be- 
fore this is feasible. 

When third degree burns are small, they may be 
excised and a full thickness graft done immediately 
for good cosmetic result. If the eyeball is not dam- 
aged, a tarsorrhaphy may be done to immobilize the 
lids further. 

Fortunately, because of the wink reflex, relatively 
few burns of the eye occur. Shenk, Silcox, and God- 
frey reported only 12 per cent (27) as having burns 
of the cornea in a series of 212 burns of the eyelids. 

Thermal burns of the conjunctiva and cornea from 
a welder’s arc are quite painful, especially about mid- 
night. Cold compresses and ophthalmic ointment with 
or without patching usually relieve the patient. If 
1/2 per cent Pontocaine is used, the eyes should be 
patched. Goggles are the best prevention. 

Severe burns involving the palpebral and bulbar 
conjunctiva should have at once a graft taken from 
the other eye or from the mouth, to prevent forma- 
tion of a symblepharon. Daily separation with oint- 
ment and a glass rod may help prevent this forma- 
tion if a mucous graft is not done. Plastic conform- 
ers are not too satisfactory. Deep bulbar conjunctival 
burns should be immediately grafted. 

In severe burns of the cornea or the sclera, the eye 
may perforate in one to four weeks. Sometimes the 
conjunctiva may heal before the cornea perforates. 
Suturing the lids may splint them enough to allow 
the cornea to cicatrize without rupture and without 
the formation of symblepharon. 


Chemical Burns 


McLaughlin® suggested that all employees in chem- 
ical plants should receive instruction as to first aid 
for chemical burns of the eye. Such patients should 
be instructed to wash the eye for five minutes with 
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tap water, using a fountain covered with a rubber 
tip to prevent further injury; and they should be 
sent then to the dispensary where the treatment con- 
sists of the instillation of 1/2 per cent Pontocaine 
followed by 2 per cent fluorescein. All foreign bodies 
are removed, and the eye is washed for fifteen min- 
utes. Stain is reapplied and flushed. If stain is re- 
tained, another fifteen minutes of washing with warm 
saline follows. If stain is retained after reapplying 
fluorescein and flushing, the eye is considered to have 
a chemical burn. The eye is snugly patched, and the 
patient is sent to an ophthalmologist at any hour of 
the day or night. Unfortunately, patients outside of 
chemical plants do not always get such excellent care. 

McLaughlin stated that after again staining with 
fluorescein the eye should be studied with a biomicro- 
scope to determine the extent of the injury. Mechani- 
cal removal with a sterile cotton swab after instilling 
4 per cent cocaine to soften the epithelium is done 
to all the damaged tissue. The swab is passed over the 
conjunctiva and caruncle, down into the fornices, and 
over the lid margins in an effort to remove all of the 
chemical from the eye. If the chemical involves Bow- 
man’s membrane, scarring usually results. 

The after care consists of the use of antibiotics 
with or without mydriatics, cortisone, and patching. 
If healing has not resulted within forty-eight hours, 
the eye should be treated daily for infection. 

Corneal opacities have been treated with 1 per cent 
choline chloride with some favorable results. 

In spite of the work done by Swan and others, 
McLaughlin stated that healing was not retarded 
chemically by the use of ointments (bacitracin and 
Aureomycin ). 

Also, in a series of cases studied using Hydrosul- 
phosol,* McLaughlin proved to his satisfaction that 
the drug was no more effective than his denuding 
method and certainly more irritating to use. It is im- 
posisble for this substance to neutralize each and 
every chemical. 


Hughes* stated that conservative treatment was ef- 
fective for mild and moderately severe alkali burns. 
This consists of (1) immediate irrigation of the eye 
with water or any bland solution, (2) removal of all 
alkali particles and instillation of a buffer solution 
(pH 4.5), (3) use of mydriatics, (4) use of 10 per 
cent neutral ammonium tartrate (or lactate) as a 
corneal bath after lime burns, (5) use of antibiotics 
to prevent secondary infection, and (6) prevention 
of symblepharon. (Hughes suggested the use of 2.9 
cc. of glacial acetic acid, 6.8 cc. of sodium acetate, 
pH 4.5 in 100 cc. of distilled water.) 


For severe burns, immediate conjunctival graft 
(Denig) within the first six to eight hours was sug- 
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gested by Hughes. He emphasized that alkali burns 
are progressive and late complications may occur. 
Spaeth,” quoting Wiirdemann,”® stated that in chem- 
ical burns the physical and chemical alteration of the 
tissues is the most important factor. Attention is 
called to the penetration of chemicals into the in- 
terior of the eye, causing further damage. Pichler’? 
practiced immediate paracentesis of the cornea for 
ammonia burns. 


Various solutions are recommended to neutralize 
the chemicals that get into the eye, but McLaughlin 
believed that copious irrigation with saline was the 
best treatment rather than awaiting the preparation 
of a specific solution. 


CONCLUSIONS 


All eye injuries should be carefully examined and 
treated by a competent surgeon. 

This treatment, provided the patient's general con- 
dition is satisfactory, should be done within the first 
forty-eight hours. 

The attending physician or surgeon, if inexperi- 
enced with treating eye injuries, should call an eye 
surgeon for consultation. 
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ABSTRACT OF DISCUSSION 


Dr. JAMES P. ADERHOLD, San Antonio: Early evalua- 
tion of the extent of the injury with prompt attention to 
its proper care is urgently indicated by Dr. Maxwell. 

I would stress the early repair of lid lacerations, particu- 
larly those through the margins. These may be readily re- 
paired soon after injury with a good functional and cos- 
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metic result, but after a week or more, contractures occur 
which make the procedure a formidable one. 

In chemical burns involving the bulb, copious irrigations 
should be carried out as soon as possible after the accident. 
Tap water which is usually available is a good irrigant. 
There is considerable controversy as to the efficacy of neu- 
tralizing solutions, but I believe that after a thorough lavage 
with either tap water or normal saline, one may use either 
acid or alkaline solutions as indicated. It should be remem- 
bered that organic chemicals, many unorganic ones, and 
alkalies act slowly on the eye. Acids act rapidly and com- 
pletely before first aid can be administered. In each case 
early removal of damaged superficial cells, leaving a me- 
chanical abrasion to heal, is indicated. 

The management of traumatic hyphema is a matter of 
controversy among many capable ophthalmologists. Drs. 


Thygeson and Beard have approached the subject in a man- 
ner that appeals to me. Because of the incidence of second- 
ary hemorrhage in two to five days after the first, which they 
believed comes entirely from ciliary body damage, they ad- 
vised the following: complete bed rest, sedation, bandaging 
of both eyes, and the use of 5 per cent homatropine five or 
six times daily. A pressure bandage may be used, and vari- 
ous drugs influencing capillary fragility may be of value. 
The delayed secondary bleeding is unexplained and is seri- 
ous, usually precipitating glaucoma or corneal staining. At 
this time of course the treatment is changed to strong 
miotics and paracentesis as indicated. The prognosis is 
poor, however. It is thought that approximately 25 per 
cent of patients with traumatic hyphema will have a residual 
vision of less than 20/40 Snellen and that the poor results 
will be in those cases with secondary hemorrhage. 

Finally, I believe it is advisable to make a roentgenogram 


if there is any doubt of the presence of a foreign body in 
the eye. 


MANAGEMENT OF RECENT NASAL FRACTURES 


WILLIAM K. WRIGHT, M. D., and FRED R. GUILFORD, M. D., Houston, Texas 


Fractures of the nasal pyramid 
are frequently mishandled or overlooked entirely be- 
cause of the presence of swelling, hemorrhage, and 
ecchymosis. The resulting malalignment of structures 
may cause cosmetic deformities and functional nasal 
impairment necessitating rhinoplastic procedures, re- 
construction of the nasal septum, or submucous re- 
section. 

While good results are obtained with these late 
procedures, proper recognition and handling of the 
acute fracture is a simpler and easier method requir- 
ing less specialized technique. This paper concerns 
only the acute aspect of this problem. 


PITFALLS 


Failure to recognize a fracture. \t may easily hap- 
pen that a physician fails to recognize a fracture. The 
usual epistaxis may have been minimal or in a green- 
stick fracture, absent. Deformity is masked by rapidly 
developing swelling and ecchymosis; crepitus and pal- 
pation of fragments may be missed because of ten- 
derness; and roentgen rays fail to reveal a fracture 
almost 50 per cent of the time. Avoiding this fre- 
quent pitfall is equally easy. A physician should not 
commit himself to the patient and should not tell 
him for sure that he does not have a fracture until 
after five to seven days when the swelling is down. 
At this time the patient should be reexamined for 
deformity, crepitus, and residual tenderness or swell- 
ing of both the external nose and the septum. The 
patient may be reassured during this interim that the 


Read before Section B (Surgical), Texas Medical Association, An- 
nual Session, San Antonio, May 4, 1954. 


ideal time for reduction of nasal fractures is just after 
the swelling has subsided. 

Too early an attempt at reduction, There is a period 
of thirty to sixty minutes after trauma during which 
there is relative anesthesia with easily palpable frag- 
ments. This is the ideal time to reduce a nasal frac- 
ture. Unfortunately, reduction is seldom possible dur- 
ing this time, and once swelling and ecchymosis occur, 
accurate approximation of fragments cannot be made 
for four to seven days. Nasal fracture reductions are 
exacting, and an asymmetry of even one-sixteenth of 
an inch is definitely noticeable. If a reduction is done 
too early, residual deformity may be noted when the 
swelling has completely subsided. 


Delaying reduction too long. If the patient con- 
sults a physician early and is properly followed, re- 
duction never will be delayed too long. Actually, this 
period is a relative one. Preliminary healing is by 
fibrous union, and by the application of slightly in- 
creased pressure, fractures three and four weeks old 
often can be reduced. This fibrous healing may be 
permanent, but even if bony healing occurs, we have 
reduced fractures three and four years old by making 
intranasal incisions, elevating the soft tissues, and 
using a chisel to open the fracture lines. 

Failure to recognize associated facial fractures of 
the orbit, malar bone, superior maxilla, and mandible. 
Roentgen rays are useful on patients with facial frac- 
tures of the orbit, malar bone, superior maxilla, and 
mandible. Postero-anterior and verticomental views of 
the skull and dental films are especially helpful. Pal- 
pation of all structures and checking of the occlusion 
also should be done. The management of these frac- 
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tures is not discussed in detail in this paper, but 
proper recognition and care of these associated frac- 
tures, of course, are necessary. 


Improper care of associated lacerations and com- 
pounded bone fragments. All open wounds should 
be carefully cleansed of foreign material to prevent 
tattoo marks and irrigated with saline to reduce con- 
tamination. We use a pHisoderm preparation on the 
entire area. Bone and cartilage chips are cleansed 
and replaced as nearly as possible in their proper 
locations under direct vision. The wound is carefully 
closed with fine sutures. 

Débridement should be conservative with careful 
preservation of all possible structures; completely 
evulsed skin is trimmed of fat, cleaned, and sutured 
back in place. Intact portions of the nose (as tip or 
alae) are treated likewise. Full thickness skin losses 
are replaced with full thickness grafts from behind 
the ear. Only in cases of infected wounds are the 
lacerations left open, and in such cases secondary 
closure is done as soon as possible to prevent scarring. 

Improper reduction technique. Each nasal fracture 
is individual and different, depending upon the force 
and direction of the blow, the degree of ossification, 
and the thickness of the bones and cartilage. Each 
case must be treated slightly differently, but a classi- 
fication of types with associated techniques is helpful. 

The general management consists of a pHisoderm 
preparation on the face and nose including the vesti- 
bule. The patient is draped. General anesthesia is 
used in children, but local anesthesia is preferable in 
adults because of the reduction of the bleeding. The 
local anesthesia consists of 10 per cent cocaine with 
Adrenalin applied to the nasal mucosa with applica- 
tors. The external structures are anesthetized with 2 
per cent Novocain with 1 cc. of Adrenalin per ounce. 
This is injected to anesthetize the infra-orbital in- 
ferior and superior trochlear and external nasal nerves. 


The instruments used in reducing nasal fractures 
consist of the Joseph elevator, a curved Kelly forceps, 
and the Asch or Walsham forceps. The tips of these 
instruments are wrapped in cotton or thin rubber 
tubing to prevent excessive trauma of the mucosa. 
Fixation consists of packing the nose loosely with 
one-half inch Vaseline gauze. A Stent modeling com- 
pound splint padded with felt is moulded to the out- 
side of the nose and taped in place. If the septum is 
excessively comminuted, dental wax is placed on each 
side and held in place with mattress sutures. 


MANAGEMENT 


Greenstick fractures. No bleeding is encountered 
in the greenstick fracture. There is a depressed frag- 
ment at the junction of the maxilla, and the septum 
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is bent away from the blow. If the deformity is 
slight, roentgen ray may show nothing. Reduction is 
accomplished by elevating the depressed bone from 
within with a Joseph rasp or elevator and applying 
pressure on the septum on the convex side in the re- 
verse direction of the blow with the Asch forceps or 
Joseph rasp. 

Linear fractures. No displacement is visible after 
ice packs have reduced the swelling, and roentgen ray 
may be the only way of demonstrating the fracture. 

Lateral fractures. There is a depression of the nasal 
bone on the side of the blow, a separation of the 
nasal bones, and an overriding of the maxillary process 
by the opposite nasal bone. The fractured septum 
deviates to the side opposite the blow. Reduction is 
achieved by elevating the depressed segment and by 
molding the two nasal bones together in the midline. 
Occasionally the depressed segment must be unlocked 
by a downward pressure on the maxillary process with 
the fingers. If the septum is not brought into the 
midline by this procedure, it is straightened with the 
Asch forceps, or if dislocated, it is replaced in its 
groove. 

Frontal fracture. A frontal fracture may result in 
separation and depression below the maxillary proc- 
esses of the thin lower portion of the nasal bone. In 
more severe cases there is also depression of the upper 
portion of the nasal bone and infraction of the maxil- 
lary processes themselves. This type of fracture should 
be reduced early as scar tissue present after late re- 
duction tends again to pull down the fragments. A 
crushed septum and associated fracture of the zygoma 
and maxillary bone are frequently present in this type 
of fracture. Reduction is accomplished by elevation 
of the fragments with the Joseph elevator from with- 
in, or the fragments may be rotated out with the Asch 
forceps. Pressure against the nasofrontal process of 
the maxilla at the base of the nose is important. If 
there is a failure of the fragments to maintain their 
position, it may be ‘necessary to use the Kanzanjian 
head splint, the Brown method of through and through 
wire fixation through lead plates on either side of 
the nasal pyramid, or the Hilger method of fixation 
with a Kirchner wire. In some cases maintenance of 
elevation is almost impossible, and a later rhinoplasty 
must be carried out with implantation of cartilage 
along the depressed nasal dorsum. 


Laterofrontal fractures. In the first of the two types 
of laterofrontal fractures, the nasal bone on the side 
of the blow overrides the opposite nasal bone and is 
locked under the frontal bone. In reducing this, it is 
necessary to depress further the superior pertion of 
the nasal bone while applying pressure downward to 
unlock it from beneath the frontal bone. In another 
variation the nasal bone on the side of the blow may 
be depressed under the nasal processes and maxilla 
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with separation of the nasal bone. In this case the 
fracture may be treated as a lateral fracture. The op- 
posite nasal bone is always depressed beneath the 
maxilla and usually can be elevated from within the 
nose while applying pressure on the maxillary process. 
In some cases the Asch forceps must be used to rotate 
the depressed nasal bones from beneath the maxillary 
process. 

Fracture from below. Fracture from below results 
in a separation of the nasal bones which also override 
the frontal bone, resulting in an obliteration of the 
glabellar notch. Occasionally underriding occurs with 
increased glabellar angle. It is reduced by grasping 
the fragments with the Asch forceps, pulling them 
down, and molding them together with the fingers. 

Recently an open reduction method by the rhino- 
plastic approach has been advocated for the therapy 
of all nasal fractures. This is done without waiting 
for swelling and acchymosis to subside. We have al- 
ways been interested in any contribution which might 
better our method of handling cases and have tried 
this method. We believe that it has merit in certain 
severely comminuted cases, but in general there is no 
particular advantage in using it routinely, and it 
should be considered only occasionally in the therapy 
of fractures. 


> 


SUMMARY 


Nasal fractures are one of the most common frac- 
tures encountered and are frequently poorly handled. 
Generally speaking, failure of perfect reduction is 
much more obvious than in any other type of frac- 
ture. In the management early reduction is always 
desirable. However, if the fracture is masked by 
swelling, late reduction is satisfactory, with delay as 
long as one week being perfectly permissible except 
in cases of children. It is desirable to apply internal 
and external fixation in all cases to prevent curling 
of the cartilage secondary to hematoma. Associated 
complications such as intracranial injuries, cerebro- 
spinal rhinorrhea, and associated fractures of the 
maxilla and zygoma should always be looked for. 
Proper reduction and maintenance of fixation is al- 
most always possible by the methods outlined. Final- 
ly, late reduction is possible by making intranasal 


incisions and breaking up osseous or fibrous union 
along the fracture lines with a chisel. 


509 Hermann Professional Building. 


ABSTRACT OF DISCUSSION 


Dr. CHARLES F. ENGELKING, San Angelo: We are all 
aware of the general principles in the treatment of nasal 
fractures, but I would like to emphasize them again. Sel- 
dom is hemorrhage an alarming factor, but it should be 


controlled by adequate pressure, external application of ice, 
use of intranasal tampons, or, if necessary, ligation. After 
hemostasis has been secured, the skin of the nose and face 
is cleansed with soap and water and wiped with ether, 
which I think is as good as pHisoderm, which the authors 
use, and may be more readily available than pHisoderm. I 
wish to stress again that all embedded foreign bodies or 
material such as road dust, grease, and tars should be care- 
fully removed to avoid permanent tattoo marks after heal- 
ing has taken place. 


As the authors mention, all small bone and cartilage 
fragments should be preserved and should not be removed 
as they help to maintain the nasal contour and seldom un- 
dergo sequestration because of the good blood supply of the 
nose. The nasal fossae should be carefully cleaned and all 
blood clots and loose foreign bodies irrigated out with 
warm boric acid or a hydrogen peroxide solution. Dis- 
placed or even detached soft tissues should be carefully 
cleansed, returned to their normal locations, and sutured 
in place. 

Superficial wound margins should be approximated with 
a Dermalon or an intradermic suture to minimize the final 
scar. If the skin loss is too extensive to permit direct ap- 
proximation, the raw area may be covered with a skin graft 
taken from behind the ear, as the authors suggest, or I have 
used skin from the upper eyelid. In one instance where the 
ala of one side of the nose was completely absent and could 
not be found, I used the lobule of the ear for the defect 
and later strengthened it with a preserved septal cartilage 
implant with satisfactory results. In the case of a through 
and through wound opening into the nasal cavity, the 
mucous membrane and perichondrium require separate ap- 
proximation. When the full thickness of the nose has been 
destroyed and skin grafts cannot be used, the skin should 
be sutured to the mucous membrane to prevent subsequent 
contraction and distortion. 

Wounds seen after twelve hours are drained for twenty- 
four hours, after which time they are sutured, provided 
signs of infection are absent. The danger of infection 
should be controlled through the use of adequate sulfona- 
mides and antibiotics given internally or locally. 

If the patient is not observed until after marked edema 
and ecchymosis have set in, rather than subject the tissues 
to further trauma and predispose them to infection, it is 
advisable to wait three or four days for the swelling to 
subside. Cold compresses may hasten the process. If at all 
possible reduction of the fractured bones should not be de- 
layed for more than seven to ten days, since after this period 
preliminary ossification will have taken place. It is true 
that fractures three or four weeks old can be reduced, as 
the authors state, but if fibrous union is present, it will 
require more than slightly increased pressure to overcome 
the pull of this fibrous union as well as the prolonged 
period of fixation and immobilization through the use of 
the Stent mold, head splints, or wire fixations. Reposition- 
ing of the cartilages, however, may be postponed for as 
long as three weeks if necessary, inasmuch as organization 
of these structures does not proceed as rapidly as that of 
bone. 

The patient in shock certainly should be treated by ap- 
propriate measures simultaneously with the other factors 
besides his nasal fractures. Tetanus antitoxin and gas gan- 
grene serum should be used in the same manner as for 
wounds in other portions of the body. 

Other complications for which a physician should watch 
are osteomyelitis, abscess, and necrosis of the bones and 
cartilages. Should the emphysema and swelling persist for 
more than a week or ten days, a search should be made for 
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foreign bodies or sequestrums, which, if formed, must be 
removed. 

Fractures of the septal cartilage are probably the most 
frequent and common fractures of the nose, and I believe 
the most important thing is to see if swelling of the septum 
is present and then to differentiate between the hematoma 
and septal abscess. Wide incision of the mucosa and muco- 
perichondrium is made in either case and a drain inserted 
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for twenty-four hours and kept open daily with a spreading 
hemostat until swelling subsides. If this care is not given, 
the pressure may cause a necrosis of the cartilaginous sep- 
tum and consequent sloughing. Of course if this occurs, a 
rhinoplasty with cartilaginous or bony implants will have 
to be done at a later date. Recently 1 have had 2 such 
cases of fracture of the cartilaginous septum with abscess 
formation, and in 1 the cartilage had completely sloughed 
except for a small margin along the dorsum. These patients 
were referred to me because of continued nasal obstruction 
several weeks following trauma to the nose. 


OF BRONCHIAL OBSTRUCTION 
A Study of 50 Cases 


"Tuer are times when early bron- 
chial obstruction does not manifest itself either sub- 
jectively or objectively. The degree of obstruction 
usually is a gauge as to the severity of the symptoms. 
When obstruction does manifest itself clinically, it 
does so in one of two ways, obstructive emphysema 
or obstructive atelectasis in the affected lung area 
supplied by that bronchus. This might be called effect 
rather than cause. So it is that the results of bronchial 
obstruction can be determined but the disease or dis- 
ease entity producing the obstruction is not always 
apparent, though at times the history is almost en- 
tirely diagnostic. 

Pasteur’s* original contributions in 1890 on atelec- 
tasis started an almost continuous study which led to 
the present clarification of the subject. Jackson’ added 
much to understanding the mechanism by which this 
condition developed. 

Atelectasis may be conveniently divided into the 
following three separate types:!° first, the compres- 
sion state as occurs in pneumothorax, fluid and pus 
in the pleural cavity, or any condition preventing the 
lung or a portion of the lung from expanding; sec- 
ond, chronic inflammatory conditions preventing air 
from entering the lung due to fibrous tissue binding 
and contracting the lung; third, obstructive condi- 
tions which may be divided into two types. These 
types are peribronchial conditions as occur in tumors 
or lesions outside the bronchus but cause pressure on 
it, and endobronchial obstructive conditions as are 
found in foreign bodies, inflammations, new growths, 
or plugs of mucus in the bronchus. 
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HERBERT H. HARRIS, M.D., Houston, Texas 


In order to understand the mechanism of this phe- 
nomenon developing in the lung as a result of bron- 
chial obstruction, a little of the physiology of the 
tracheobronchial tree must be reviewed. The tracheo- 
bronchial tree is lined by a ciliated columnar epithe- 
lium. Hilding* has shown in experimental work .on 
the trachea of chickens that this ciliary beat can pro- 
duce a vacuum equal to 35 mm. of water when nor- 
mal mucus occluded the trachea. From this experi- 
ment it is concluded that abnormal secretions re- 
tained in the bronchi may produce atelectasis by the 
constant pumping out of the air due to the ciliary 
beat, as well as by the fixed plugging and absorption 
of air below the area. Experimental atelectasis’ has 
been produced in animals by tying the bronchus. 
Oxygen was absorbed in forty-five minutes, whereas 
it took nitrogen twenty-four hours. 


The fact that the tracheobronchial tree has many 
normal movements (respiratory, pulsatory, degluti- 
tory, and bechic®) differs from the fundamentals in 
the mechanics of engineering. Also the fact that we 
are dealing with gases, solids, and liquids at the same 
time makes the description as well as understanding 
more complicated. The fact that the trachea and 
bronchi elongate and dilate on inspiration and short- 
en and contact on expiration, increasing with the 
extent and force of respiration, tends to make this 
problem more complex than ever. 

Emphysema of the segment, lobe, or lung may be 
the first sign of bronchial obstruction, and this phe- 
nomenon can occur only when the inlet to air is not 
obstructed but the outlet is either partially or com- 
pletely obstructed. The next phase of obstruction is 
that of complete obstruction which always ends in 
atelectasis below the obstruction. Many times the 
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obstruction is the check valve type which does not 
permit air to enter the lung. More frequently, how- 
ever, ingress to the flow of air does not occur until 
the cohesiveness and adhesiveness of secretions pro- 
duce the complete bronchial obstruction. Bronchial 


obstruction producing atelectasis can be present from 
the onset. 


The cough reflex or the “watch dog of the lungs’”® 
is a further force which changes the mechanism. The 
normal forces which try to drive out exogenous and 
endogenous intruders from the lumen of the lower 


air passages are ciliary wafting, tussive squeeze, and 
bechic blast. 


Again the impairment of these by destruction of 
the cilia, oversedation, paralysis of normal muscles of 
respiration, cerebral anesthesia due to toxicity, or gen- 
eral weakness due to debility increases the hazard in 
addition to the existing bronchial disease. 


In the diagnosis of bronchial obstruction Holmes® 
stressed in addition to a complete history and physical 
findings, fluoroscopy and roentgenograms made with 
the patient upright at full inspiration and expiration 
as well as lateral films of the chest. He believed 
that the earliest sign is diminished density distal to 
the obstructed area. 


Foreign bodies have offered the earliest and most 
interesting study of this subject. Jackson® was one of 


the first to recognize the mechanics of both obstruc- 
tive atelectasis and emphysema. 


REVIEW OF CASES 


A review of 50 selected cases I treated is analyzed 
in this study to determine if there are any newer 
clinical concepts of bronchial obstruction (table 1). 


TABLE 1.—Types of Bronchial Obstruction in This Review. 

Types of Cases 

Foreign body of the bronchus 
Seen within twenty-four hours ia Sead aiarets 10 
Seen from forty hours to nine months Sth xiace shee 7 

Bronchogenic carcinoma. ... .... 12 

Mediastinal tumors Joes ; 

Tuberculosis of the bronchus and lung 

Postoperative atelectasis 

Inflammatory obstruction 

Asthma oa 

Post-tracheotomy .. 


No. Cases 


Total 


Foreign Body of the Bronchus.—Of the cases of 
foreign bodies of the bronchus, 10 patients were seen 
within the first twenty-four hours; 6 of these showed 
emphysema of the affected side by roentgen ray, 2 
showed atelectasis, and 2 did not show either atelec- 
tasis or emphysema, though 1 showed a radiopaque 


foreign body. All of these patients were children 5 
years of age or younger. 


Seven cases were seen from forty hours to nine 
months following the aspiration of the foreign body. 
Six of these cases were of children 3 years or younger 
and 1 of a 70 year old woman. Four of these patients 
showed atelectasis, 2 emphysema, and 1 no change on 
roentgen-ray study. 


In the first group, when roentgen-ray evidence was 
that of emphysema or there was no apparent change 
in the aeration of the affected side over the unaf- 
fected side, the endoscopic findings always showed a 
bronchus free of inflammation and secretions. The 
foreign body did not completely or uniformly fill 
the lumen. This was especially noticed on inspira- 
tion. Frequently the foreign body moves to a lower 
level on inspiration and to a higher level on expira- 
tion until the bronchus clamps around it. In some 


instances of incomplete obstruction, the foreign body 
did not move at all. 


One case is worthy of special mention since a 
tracheotomy was necessary to deliver the foreign body, 
a bean. Unquestionably, there must have been some 
swelling of the bean as it appeared to have been un- 
cooked or only slightly so. This problem does not 
occur often, and I would not have believed it possible 
for swelling to occur to such an extent that the bean 
would not come through the subglottic larynx had not 
the forceps’ hold been examined and an attempt made 
to remove it through the larynx after tracheotomy. 

From the study of the 7 patients seen forty hours 
or later after aspiration, only 2 showed evidence of 
inflammation of the bronchus and only 1 of these 
showed real suppuration. All of those with atelec- 
tasis did show thick secretions in the region of the 
foreign body. 


Another of these also offered a special problem 
because of the repeated stripping of the foreign body. 
It is believed that death was due to anoxia and a 
prolonged bronchoscopy. Reassembling the foreign 
body offered some explanation for the repeated strip- 
ping, which is believed to have been due to im- 
proper grasping of the foreign body. 

A niche broken out of the side before aspiration 
allowed the half of a peanut to lie almost transversely 
with the niche fitting over the carina. This presented 
the problem of accurately aligning the foreign body 
with the bronchoscope. No doubt the foreign body 
was grasped slightly transversely rather than in a 
longitudinal manner. In retrospection, turning the 
peanut so that the niche would have been to the right 
would have made alignment better for grasping. 

Roentgen-ray evidence is not always present in 
cases of foreign body in the bronchus. Sometimes the 
obstructive emphysema is so slight that it cannot be 
detected on expiratory or inspiratory films. In cases 
in which the clinical picture and the history are 
strongly suggestive of obstructive emphysema and the 
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BRONCHIAL OBSTRUCTION — Harris — continued 


roentgen ray does not confirm the suspicion, a bron- 
choscopy should be done. 


Bronchogenic Carcinoma.—In the group of 12 cases 
of bronchogenic carcinoma, 5 were definitely diag- 
nosed as carcinoma by bronchial biopsy before tho- 
racotomy. All of these were in the major bronchi. 
Though all cases showed considerable bronchial ob- 
struction, the amount of atelectasis noted by roent- 
gen ray was surprisingly small. Little study by the 
roentgen-ray department was undertaken to determine 
the amount of segmental emphysema. It seems from 
the findings that as a bronchus becomes more rigid, 
even though the lumen diminishes in size, it does not 
decrease in size with expiration as does the normal 
bronchus. 

Seven cases showed definite bronchial obstruction 
of the segmental lobe bronchi, but no tissue was seen 
or recovered which represented tumor. One of these 
cases, however, was of a large bronchus, but no tumor 
tissue was recovered. This lung showed evidence of 
emphysema with an increase in density of the hilar 
mass. All the other cases showed atelectasis of vary- 
ing degrees, as one would expect from the broncho- 
scopic findings in which the segmental bronchus 
appeared to be completely occluded. In 4 of the cases 
a study of the lung, after it was removed surgically, 
bore out the endoscopic findings. 


Mediastinal Tumors.—Two cases representing medi- 
astinal tumors caused partial bronchial obstruction. 
In both of these there was definite pressure on the 
main stem bronchus, not of sufficient degree to pro- 
duce atelectasis but enough to produce emphysema. 
One of these was proved at surgery to be lympho- 
blastoma; the other was thought to be some type of 
malignant lymphoma by clinical response to roent- 
gen-ray therapy. The rather rounded type of projec- 
tion into the lumen was almost entirely diagnostic of 
a mediastinal tumor. 


Tuberculosis of the Bronchus and Lung.—Two 
cases showed a definite endoscopic picture of bron- 
chial obstruction due to peribronchial disease as well 
as endobronchial disease. In spite of the suspected 
tuberculosis, it could not be proved by either multiple 
sputum examination or endoscopic biopsy in either 
case. Presumably in most of these cases with peri- 
bronchial masses and obstruction, secondary infection 
involves the bronchial mucosa in the major bronchi 
and obscures the deeper disease. 

Two other cases are interesting because of the 
early age of the patient with tuberculous involve- 
ment. In both, the physical findings of bronchial 
obstruction were manifested clinically by emphysema 
of the affected side. In 1 case the obstruction was 
due to a caseous mediastinal lymph gland eroding 
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into the bronchus, and in the other the findings were 
that of bronchitis. The underlying disease causing 
the obstruction was not suspected in either case until 
the bronchoscopy was done. 


Postoperative Atelectasis—Sometimes known in 
the past as “ether pneumonia,” postoperative atelec- 
tasis is still common in spite of the frequent use of 
intratracheal anesthesia followed by aspiration of the 
tracheobronchial tree. Four cases are typical examples 
of postoperative atelectasis. In several instances no 
doubt atelectasis was due to surgery following too 
closely an acute bronchitis. The findings endoscop- 
ically are typical when there is massive collapse. The 
bronchus is usually filled with a rather thick type of 
secretion. Ordinarily when this secretion is removed 
and marked sedation, as was manifested in these 
cases, is discontinued, there is no recurrence. In all 
of these cases in which the affected lung had become 
atelectatic, even on coughing, there was some move- 
ment of the secretion seen at endoscopy, but never 
enough to dislodge it into the trachea. 

Inflammatory Obstruction—Two cases represent 
the so-called unresolved pneumonia described by 
Holinger.* Typical of the endoscopic picture, espe- 
cially in 1 of these, was the thick globule of mucus 
which on expiration bulged out into the main stem 
lumen and disappeared on inspiration. In the other 
there is a question as to the cause except to call it 
inflammatory in nature. Too much time had elapsed 
from the onset to make the picture clear. An inflam- 
matory exudate, however, filled the segmental bron- 
chus. 

Another case also represents an inflammatory lesion 
at the time of endoscopy, though the age of the 
patient and history were strongly suggestive of a 
carcinoma. 

There were 2 cases of aspiration of irritating fluids 
which caused an inflammatory reaction of many of 
the smaller bronchi as well as the major bronchi. This 
was sufficient to cause definite expiratory wheezes as 
evidence of bronchial obstruction. The endoscopic 
picture showed a reddened mucosa throughout with 
edema of the orifices of some of the secondary 
bronchi. 

Asthma.—The crescent shaped bronchus seen on 
expiration in the asthmatic patient was demonstrated 
in 3 cases, all of which were of chronic asthma pa- 
tients. In 1 of these, in addition to the asthma, the 
patient had a massive atelectasis. The red mucosa was 
indicative of a secondary infection. 

All of these cases showed considerable mucus in 
the larger bronchi, but most of the secondary bronchi, 
especially the orifices, were swollen. 


Post-Tracheotomy.—Bronchial obstruction after 


tracheotomy, in acute laryngotracheobronchitis, ordi- 
narily does not and should not occur. Sometimes, 
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however, when the factor of humidity is not well 
controlled, because of nursing laxity and poor hu- 
midification equipment, severe symptoms appear as 
a result of crusting. One case represents a problem of 
partial pneumothorax with increasing respiratory 
difficulty. The differentiation could not be made 
between emphysema and pneumothorax until bron- 
choscopy revealed the crusts which had produced an 
obstructive emphysema on the opposite side of the 
pneumothorax. The obstruction could be seen on 
expiration through the bronchoscope when the bron- 
chus closed around it. Another case showed practi- 
cally the same findings on each side and was identi- 
cal except for the absence of pneumothorax. 


The last case represents a type of atelectasis which 
develops in those persons who have lost the muscular 
power to breathe or those poliomyelitis patients who 
have bulbar paralysis as well as the respiratory form 
and must have a tracheotomy. These patients, espe- 
cially if they have a great deal of secretion, fre- 
quently develop atelectasis on the left side because 
the tracheal suction nearly always enters the right 
main bronchus. Any patient who has been doing well 
and for some unexplained reason shows sign of cya- 
nosis even with all mechanical equipment in order, 
must have a bronchoscopy to eliminate early bron- 
chial obstruction on the left side. A number of these 
cases have been observed. 


SUMMARY 


A study of 50 cases of bronchial obstruction is 
presented. 


Early cases of obstruction by foreign bodies are 
likely to produce an obstructive emphysema. Foreign 
bodies that have been present for some time are 
likely to produce an obstructive atelectasis due to 
secretions which form secondary to infection. 


Tumors also are likely to produce obstructive em- 
physema early rather than atelectasis. A surprisingly 
small number of patients had a positive biopsy. Bron- 


MIGRAINE HEADACHES IN BABIES 


A New York physician says in the July American Jour- 
nal of Diseases of Children that babies as young as two 
weeks old can suffer migraine headaches. Dr. Jerome 
Glaser, Rochester, stated that symptoms of infant migraine 
headaches are much like those for adults, but a positive 
diagnosis cannot be made until the child is old enough to 
describe his feelings. He said that in children the condi- 
tion may be due to an allergy, particularly to such foods as 
chocolate, eggs, wheat, and milk. 

Dr. Glaser said that a child may be unusually restless 
the night before a headache and show a gradual tempera- 
ture rise up to 104 degrees in the morning. Other symp- 
toms he listed are distended abdomen; dizziness; bad breath; 
and a definite change of behavior to sadness, excessive 


chial obstruction could be seen in all patients, either 
directly or by the right angle telescope. Papanicolaou 
smears and washings were entirely disappointing in 
these cases, though the pathology department was 


not well equipped at that time to do exhausting 
studies. 


Tuberculosis of the lung in the child, when caus- 
ing bronchial obstruction, may be due to primary 
disease of the mediastinal glands or bronchus. Two 
such cases are summarized. 


> 


Postoperative atelectasis, inflammatory obstruction, 
asthma, and post-tracheotomy bronchial obstruction 
offer no new bronchoscopic problems. Poliomyelitis 
patients who show signs’ of increasing difficulty are 
in respirators after having been tracheotomized and 
should have a bronchoscopy to rule out a left side 
obstruction due to secretion. 

It is recommended that all early patients with sus- 
pected primary bronchial obstruction or segmental 
bronchial obstruction have roentgenograms made on 
inspiration and expiration. This may give some early 
evidence of bronchial obstruction manifested by 
emphysema. 


REFERENCES 

1. Adams, W. E.: Thoracic Surgery; Post-Operative Pulmonary 
Atelectasis, Am. J. Surg. 56:180-190 (April) 1942. 

2. Friedman, T. B., and Molony, C. J.: Role of Allergy in Ate- 
lectasis in Children, Am. J. Dis. Child. 58:237-249 ( Aug.) 1939. 

3. Hilding, A. C.: Role of Ciliary Action in Production of Pul- 
monary Atelectasis, Vacuum in Paranasal Sinuses, and in Otitis Media, 
Tr. Am. Acad. Ophth. 48:367-378 (July-Aug.) 1944. 

4. Holinger, P. H.: So-Called ‘Unresolved Pneumonia”: Bron 
choscopic Aspects, M. Clin. North America 22:97-106 (Jan.) 1938. 

5. Holmes, G. W.: Roentgen Diagnosis of Obstructing Bronchial 
Lesions, Northwest Med. 41:370-373 (Nov.) 1942. 


6. Jackson, C.: Cough, Bronchoscopic Observations on Cough 
Reflex, J.A.M.A. 79:1399-1404 (Oct. 21) 1922., 

7. Jackson, C.: Mechanism of Physical Signs with Especial Refer- 
ence to Foreign Bodies in Bronchi, Am. J. M. Sc. 165:313-320 
(March) 1923. 


8. Jackson, C.: Mechanism of Physical Signs in Neoplastic and 
Other Diseases of Lung, with Especial Reference to Atelectasis and 
Emphysema, J.A.M.A. 95:639-644 (Aug. 30) 1930. 

9. Jackson, C., and Jackson, C. L.: Bronchoscopy, Esophagoscopy 
and Gastroscopy; Manual of Peroral Endoscopy and Laryngeal Sur- 
gery, ed. 3, Philadelphia, W. B. Saunders, 1934. 


10. Kaunitz, J.: Dry and Wet Stages of Obstructive Atelectasis, 
J. Thoracic Surg. 7:512-524 (June) 1938. 


1204 Hermann Professional Building. 


gaiety, or definite irritability. Even though one of the most 
common causes is eye trouble, Dr. Glaser said that many 
suffer because of allergy to certain foods. 


Long-Acting Penicillin for Infections 


One shot of a new long-acting penicillin can replace 
multiple injections of penicillin, tests on patients with in- 
fections from burns, compound fractures, and surgery show. 

Dr. John F. Hankins and George H. Yeager, Baltimore, 
have tested 46 patients and report in the August 7 Journal 
of the American Medical Association that the one-shot treat- 
ment controlled infection in all of the patients. Benzathine 
penicillin G has already been found useful for treating in- 
fections accompanying rheumatic fever, for children with 
streptococcic infections, and for gonorrhea, the physicians 
say. 
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Tue operation of total pelvic evis- 
ceration has been employed by us since 1949.' The 
majority of the patients suffered from advanced car- 
cinoma of the cervix that had not responded to ade- 
quate irradiation. Pelvic evisceration entails the re- 
moval, in one large mass, of the uterus, tubes, ovaries, 
broad ligaments, all lymph node bearing tissue, the 
bladder, the lower ureters, the rectum, the pelvic dia- 
phragm, the levator muscles, the vagina, the anus, and 
the external genitalia. Of 9 patients subjected to ex- 
ploratory procedures, 2 were inoperable because of 
massive involvement of the aortic chain, invasion of 
the iliac vessels, or both. 


Of the remaining 7 patients, 3 have since died 
from recurrence of their disease. The remaining 4 
are alive and apparently free of disease at the present 
time. The longest time elapsed is four years, and the 
least, one year. 


The techniques used in these procedures have va- 
ried for reasons of expediency. Some measures have 
evolved from the work of others in this field. In the 
diversion of the urinary stream, our inclination had 
been to implant the ureters into the sigmoid colon 5 
inches from the colostomy opening on the abdominal 
wall. This left the patient with a “wet” colostomy 
which was managed by a Rutzen bag. 


In the long-term after-care of these women, re- 
peated episodes of urinary infection of varying in- 
tensities have occurred, usually manifested by chills 
and fever, and at times accompanied by pain in the 


flank. 


This brief report is prompted by the satisfactory 
results obtained in 1 of these patients who was op- 
erated upon in July, 1952. In this instance, after 
division of the sigmoid colon was done, the open end 
of the proximal segment was closed, and a loop 10 
inches from this cut end was brought out through a 
separate incision in the left midabdomen as a double- 
barrelled colostomy over a glass rod. The ureters were 
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then implanted into the side of the sigmoid distal to 
the colostomy (fig. 1). Although this still leaves a 
“wet” colostomy, the fecal stream no longer passes 
over the ureters, thus minimizing the opportunity for 
retrograde urinary infection. The small pouch of 
bowel just distal to the colostomy now acts as a minor 
reservoir for the urine, and does allow the patient 
some freedom from the use of the Rutzen bag while 
bathing, changing clothes, and cleaning the colostomy 
equipment. Because of the relatively small absorptive 
surface of the colonic pouch, not enough reabsorp- 





FIG. 1. The ureters are implanted into the blind sigmoid pouch. 
The area resected is outlined by a dotted line 


tion of nitrogenous end-products has occurred to alter 


the nonprotein nitrogen or the chloride concentration 
in the bleod.” 


CASE REPORT 


Mrs. R. E. S., a 41 year old womangwas first known to 
have a carcinoma of the cervix in May, 1950, when a biopsy 
was made of an ulcerating cervical lesion. She received 
irradiation, exact amount not known, but the lesion did 


7 







670 


PELVIC EVISCERATION—Sewell and Sewell—continued 


not completely regress. Five months later she received 


further irradiation by the insertion of radium needles. 

Because of persistence of the ulcerated lesion, the finding 
of a mass in the soft tissues of the pelvis, and the further 
formation of a rectovaginal fistula, an exploration was done 
in July, 1951. At this time the growth was considered in- 
operable, and a colostomy done. 


When first seen at the Fort Worth Clinic, the patient 
was emaciated, weighed 71 pounds; had a profuse, irritat- 
ing vaginal discharge; and was using daily 2.5 grains of 
morphine, which still failed to relieve completely her pain. 
Two biopsies failed to show the carcinoma, but because of 
the attendant radionecrosis, this was not surprising. 


A roentgen-ray survey of the chest, pelvis, and kidneys 
was done. No metastatic involvement was found, but bi- 
lateral hydro-ureter was noted. 


An advanced microcytic 
anemia was present. 


Serologic studies were positive for 
syphilis. There was a moderate decrease in the circulating 
blood volume. The 
normal. 


remaining laboratory results 


were 

On July 28, 1952, after the usual preparation of the 
bowel and correction of the diminished circulating blood 
volume, a total evisceration was done with removal of the 
uterus, ovaries, tubes, broad ligaments, bladder, lower 
ureters, lower sigmoid colon, pelvic diaphragm, levator 
muscles, vagina, anus, and external genitalia. 


After division of the sigmoid colon, the proximal end 


Fic. 2a. A plain kidney, ureter, and bladder roentgenogram of 
the abdomen, with the Rutzen bag in place, made eight months 
postoperatively. 


was closed, and the ureters were implanted into the side 
of the bowel, distal to the colostomy. A short tunnel was 
formed through the muscular coats of the colon, and the 
ureters were left with more than .25 inch projecting within 
the mucosa of the bowel. 

The pathologist reported areas of viable carcinoma in 
the broad ligaments, the urinary trigone, and at the site 
of the rectovaginal fistula. 

The postoperative course was in no way unusual for this 
operation. There was a sustained fever of 103 F. the first 
two days and considerable bloody drainage through the 
large perineal defect, but severe shock was not encountered. 
Five pints of blood were used during the operation, and a 
pint on each of the first two postoperative days. 

Morphine requirements from the first day did not exceed 
| grain total, less than half of the preoperative need. In 
three weeks codeine was substituted. The patient has used 
no narcotics of any kind since April 12, 1953. Her perineal 
wound closed at that time. 

Ten months postoperatively, on May 20, 1953, blood 
studies were normal, and pyelograms (fig. 2) were almost 
normal. Shortly after this visit the patient returned to work. 


At no time in the entire course has there been an episode 
suggestive of pyelitis. 


SUMMARY 


An instance of pelvic evisceration is presented in 
which the ureters were implanted into the blind loop 
of sigmoid distal to the double-barrelled colostomy. 


b. The blind pouch of sigmoid into which both ureters drain can 
be seen as a lobulated mass just below the Rutzen bag. This intra- 
venous pyelogram also indicates the function of both kidneys. 
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Management of the colostomy was facilitated and no 
urinary infections have appeared in one year’s time. 
There has been no disturbance of nitrogen or chloride 
levels in the blood. The patient is well, working, and 
without evidence of recurrence as of March 25, 1954. 
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Pres.; Dr. Broox C. Garrett, 940 Margaret Pl., Shreveport, La., 
Secy. 

United States-Mexico Border Public Health Association. Mr. Richard 


F. Poston, San Francisco, Pres.; Dr. Sidney B. Clark, 314 U. S&S. 
Court House, El Paso, Secy. 


STATE 


Private Clinics and Hospitals Association of Texas. Dr. W. R. Swan- 
son, Taylor, Pres.; Dr. John Dupree, Levelland, Secy. 

Texas Academy of General Practice, Galveston, Sept. 9-11, 1954. Dr. 
C. Forrest Jorns, Houston, Pres.; Dr. Woodson W. Harris, 1410 
Nickerson, Austin, Secy. 

Texas Academy of Internal Medicine, Galveston, Dec. 11-12, 1954. 
Dr. Martin S. Buehler, Dallas, Pres.; Dr. George M. Jones, 1314 
Medical Arts Bldg., Dallas, Secy. Meetings restricted to members. 

Texas Air-Medics Association. Dr. J. S. Minnett, Dallas, Pres.; Dr. 
C. F. Miller, P. O. Box 1338, Waco, Secy. 

Texas Association of Blood Banks, Abilene, Dec. 3-4, 1954. Dr. C. T. 
Ashworth, Fort Worth, Pres.; Miss Marjorie Saunders, 3500 Gas- 
ton Ave., Dallas, Secy. 

Texas Association of Obstetricians and Gynecologists, Houston, Feb- 
ruary, 1955. Dr. G. F. Goff, Dallas, Pres.; Dr. Carey Hiett, 815 
Fifth Ave., Fort Worth, Secy. 

Texas Chapter, American College of Chest Physicians, Fort Worth, 
April 24, 1954. Dr. Howard E. Smith, Austin, Pres.; Dr. John 
Wiggins, 1707 Medical Arts Bldg., Fort Worth, Secy. 

Texas Club of Internists. Victor E. Schulze, San Angelo, Pres.; Dr. 
Charles Darnall, Capital National Bank Bldg., Austin, Secy. 

Texas Dermatological Society, Fort Worth, April 24, 1955. Dr. Paul 
H. Power, Waco, Pres.; Dr. Thomas L. Shields, 1216 Pennsyl- 
vania Ave., Fore Worth, Secy. 

Texas Diabetes Association, Fort Worth, April 4, 1955. Dr. George 
M. Jones, Dallas, Pres.; Dr. Hugo Engelhardt, P. O. Box 2180, 
Houston, Secy. 


Texas Division, American Cancer Society. Mr. Travis Wallace, Dallas 
Pres.; Mr. J. Louis Neff, 1609 Colorado, Austin, Executive Director. 


Texas Geriatric Society, Fall, 1954. Dr. Henry H. Niehuss, Long- 
view, Pres.; Dr. Frank V. Mondrik, 214 Bramlette Bldg., Long- 
view, Secy. 

Texas Heart Association, Fort Worth, April 25, 1955. Dr. George 
R. Herrmann, Galveston, Pres.; Mr. Edgar M. Brown, Jesse H. 
Jones Library Bldg., 1133 M. D. Anderson Blvd., Houston, 
Executive Director. 

Texas Hospital Association, Houston, April 12-14, 1955. Mr. W. U. 
Paul, El Paso, Pres.; Mrs. Ruth Barnhart, 2210 Main St., Dallas, 
Secy. 

Texas Neuropyschiatric Association, Galveston, Oct. 24-25, 1954. Dr. 
Edgar S. Ezell, Fort Worth, Pres.; Dr. Bruce H. Beard, 1519 Penn- 
sylvania, Fort Worth, Secy. 

Texas Orthopedic Association, Fort Worth, April 25, 1955. Dr. Bran- 
don Carrell, Dallas, Pres.; Dr. Margaret Watkins, 3629 Fairmount 
St., Dallas, Secy. 

Texas Pediatric Society, Fort Worth, Oct. 22-23, 1954. Dr. Robert 
L. Moore, Dallas, Pres.; Dr. James N. Walker, 3616 Tulsa Way, 
Fort Worth, Secy. 

Texas Proctologic Society. Dr. Jack Kerr, Dallas, Pres.; Dr. John 
McGivney, 2202 Avenue L, Galveston, Secy. 

Texas Public Health Association, Galveston, Feb. 13-16, 1955. Mr. 
Ed Riedel, Austin, Pres.; Mr. H. E. Drumwright, City Health De- 
partment, Dallas, Executive Secy. 

Texas Radiological Soicety, Houston, Jan. 21-22, 1955. Dr. E. F. 
Lyon, Jr., San Antonio, Pres.; Dr. R. P. O'Bannon, 650 Fifth 
Ave., Fort Worth, Secy. 

Texas Railway and Traumatic Surgical Association, Fort Worth, April 
25, 1955. Dr. Raleigh White, Temple, Pres.; Dr. W. D. Marrs, 
306 Broadway, Fort Worth, Secy. 

Texas Rheumatism Association. Dr. Alfred W. Harris, Dallas, Pres.; 
Dr. Charles H. Cornwell, Marlin, Secy. 

Texas Society for Mental Health, Mineral Wells, 1955. Dr. Charles 
N. Burrows, San Antonio, Pres.; Mrs. Elizabeth F. Gardner, 2504 
Jarratt Ave., Austin 3, Executive Secy. 

Texas Society of Anesthesiologists, Fort Worth, April 24, 1955. Dr. 
Frank O. Barrett, El Paso, Pres.; Dr. Milton M. Rosenzweig, 200 
Wildwood Dr. E., San Antonio, Secy. 

Texas Society of Gastroenterologists and Proctologists, Fort Worth, 
April 25, 1955. Dr. Charles Hardwicke, Austin, Pres.; Dr. W. T. 
Arnold, 1402: Hermann Prof. Bldg., Houston,: Secy. 


Texas Society of Ophthalmology and Otolaryngology, San Antonio, 
Dec. 3-4, 1954. Dr. John L. Matthews, San Antonio, Pres.; Dr. 
Gatlin Mitchell, 1604 Medical Arts Bldg., Fort Worth, Secy. 

Texas Society of Pathologists, Dallas, Jan. 30, 1955. Dr. John J. 
Andujar, Fort Worth, Pres.; Dr. Lloyd R. Hershberger, Shannon 
Memorial Hospital, San Angelo, Secy. 

Texas Surgical Society. Dr. Dudley Jackson, Sr., San Antonio, Pres.; 
Dr. Albert W. Hartman, 414 Navarro St., San Antonio 5, Secy. 

Texas Tuberculosis Association, Galveston, April 15-16, 1955. Mrs. 
Joella Terrill Butler, Wichita Falls, Pres.; Miss Pansy Nichols, 
208 E. Ninth, Austin, Executive Secy. 

Texas Urological Society, Corpus Christi, 1954. Dr. S. J. R. Murchi- 
son, Fort Worth, Pres.; Dr. A. J. Ashmore, 255 Medical Dental 
Bldg., Corpus Christi, Secy. 


DISTRICT 


First District Society, Pecos, 1955. Dr. John W. O'Donnell, Alpine, 
Pres.; Dr. H. D. Garrett, First National Bldg., El Paso, Secy. 

Second District Society. Dr. John R. Mast, Midland, Pres.; Dr. M. J 
Loring, 304 North N St., Midland, Secy. 

Third District Society, Borger, April, 1955. Dr. M. C. Overton, Jr., 
Pampa, Pres.; Dr. William Klingensmith, 215 Fisk Bldg., Ama- 
rillo, Secy. 

Fourth District Society, San Angelo, Oct. 21, 1954. Dr. P. M. Wheelis, 
Brownwood, Pres.; Dr. James N. White, San Angelo, Secy. 

Fifth and Sixth Districts Society, Corpus Christi. Dr. John J. Sloan, 
Corpus Christi, Pres.; Dr. E. Jackson Giles, 705 Medical-Profes- 
sional Bldg., Corpus Christi, Secy. 

Seventh District Society. Dr. William McLean, Austin, Pres.; Dr. 
John Rainey, 1709 San Antonio, Austin, Secy. 

Eighth District Society, Victoria, September 23, 1954. Dr. Howard 
Z. Fretz, Wharton, Pres.; Dr. George E. Glover, Jr., Victoria, Secy. 

Ninth District Society. Dr. Thomas H. Giddings, Brenham, Pres.; 
Dr. Lyman C. Blair, 1212 Rothwell, Houston, Secy. 

Tenth District Medical Society. Dr. John M. White, Port Arthur, 
Pres.; Dr. Rider Stockdale, Jasper, Secy. 

Eleventh District Society, Jacksonville, Oct. 27, 1954. Dr. John Dean, 
Crockett, Pres.; Dr. Marlin T. Braswell, Henderson, Secy. 

Twelfth District Society. Dr. Neil Buie, Marlin, Pres.; Dr. Paul H. 
Mitchell, Corsicana, Secy. 

Thirteenth District Society, Abilene, March 2, 1955. Dr. Mal Rumph, 
Fort Worth, Pres.; Dr. Robert D. Morteon, 815 Medical Arts 
Bldg., Fort Worth, Secy. 

Fourteenth District Society. Dr. J. David Thomas, Denton, 
Dr. L. W. Johnston, 502 W. College St., Terrell, Secy. 

Fifteenth District Society, Mount Pleasant, 1955. Dr. R. L. Johnson, 
Mount Pleasant, Pres.; Dr. R. L. Hardman, Mount Pleasant, Secy. 


Pres.; 


CLINICS 


Dallas Southern Clinical Society, Dallas, March 14-17, 1955, Dr 
Lawrence B. Sheldon, Dallas, Pres.; Miss Helga Boyd, Medical 
Arts Bldg., Dallas 1, Executive Secy. 

Central Texas Spring Clinic, Waco. Dr. Ross Shipp, Waco, Pres.; 
Dr. Milton Spark, 3805 Herwal, Waco, Secy. 

International Medical Assembly of Southwest Texas, San Antonio, 
Jan. 24-26, 1955. Dr. John M. Smith, Jr., 205 Camden St., 
San Antonio, Secy. 

New Orleans Graduate Medical Assembly, New Orleans, March 7-10, 
1955. Dr. Maurice E. St. Martin, Room 103, 1430 Tulane Ave., 
New Orleans 12, Secy. 

North Texas-Southern Oklahoma Fall Clinical Conference, Wichita 
Falls, Sept. 22, 1954. Dr. L. N. Simmons, 1518 Tenth St., 
Wichita Falls, Chairman. 

Oklahoma City Clinical Society Conference, Oklahoma City, Oct. 25- 
28, 1954. Miss Alma F. O’Donnell, 512 Medical Arts Bldg., Okla- 
homa City 2, Executive Secy. 

Postgraduate Medical Assembly of South Texas. Dr. Edward T. Smith, 
906 Hermann Professional Bldg., Houston, Secy. 

State Tumor Conference, Wichita Falls, April, 1955. Dr. Bailey R. 
Collins, 92514 Scott Street, Wichita Falls, Director. 


BOARD EXAMINATIONS 


Texas State Board of Examiners in Basic Sciences, Austin, Oct. 22-23, 
1954. Mrs. Betty Ratcliff, 407 Perry-Brooks Bldg., Austin, Chief 
Clerk, 


Texas State Board of Medical Examiners, Fort Worth, Dec. 2-4, 1954. 
Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth, Secy. 


American Fracture Association 


The annual meeting of the American Fracture Associa- 
tion will be in Houston, October 11-14. Dr. Henry W. 
Meyerding, Rochester, Minn., president, will preside. Formal 
essays, panel discussions, and group round table discussions 
on various phases of fracture treatment will be included on 
the program. 
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Texas Hospital Association 


The silver jubilee convention of the Texas Hospital Asso- 
ciation was held in Houston, May 18-20. Officers elected 
were Boone Powell, Dallas, president-elect; D. S. Riley, Big 
Spring, vice-president; and H. M. Cardwell, Lufkin, treas- 
urer. John G. Dudley, Houston, was installed as president. 

Among the speakers were Dr. F. J. L. Blasingame, Whar- 
ton, President of the Texas Medical Association; Dr. Everett 
C. Fox, Dallas; Dr. Frank R. Bradley, St. Louis; Dr. Edwin 
L. Crosby, Baltimore; and Dr. Merrill F. Steele, Cincinnati. 

Other organizations meeting at the time of the Hospital 
Association were the Texas Association of Medical Record 
Librarians, Texas Association of Nurse Anesthetists, Texas 
Conference of the Catholic Hospital Association, and Texas 
Association of Hospital Auxiliaries. 


Southwest Cancer Conference 


Immediately preceding the meeting in Fort Worth of the 
Texas Pediatric Society, the Eighth Annual Southwest Re- 
gional Cancer Conference will be held on October 21 with 
“Tumors of Infants and Children” as the subject. Except 
for a clinic which will be held at the Fort Worth Academy 
of Medicine building at 8 p. m., the conference is scheduled 
for the Hotel Texas from 9 a. m. to 5 p. m., including a 
luncheon and round table discussion. 

Guest speakers will be Dr. Robert M. Moore, professor 
of surgery and chairman, Department of Surgery, University 
of Texas School of Medicine, Galveston; Dr. Edith L. Pot- 
ter, pathologist, Chicago Lying-In Hospital, and pathologist- 
in-chief, Chicago Health Department, Chicago; and Dr. 
Martin H. Wittenborg, assistant clinical professor of radi- 
ology, Harvard Medical School, and radiologist, Children’s 
Hospital, Boston. 

Dr. Moore will speak on “Congenital Teratomata” and 
“Surgical Management of Tumors in Children.” Topics to 
be discussed by Dr. Potter are “Tumors of Childhood” and 
“Resumé of Selected Tumor Cases.” Dr. Wittenborg’s dis- 
cussions will be on “Radiological Aspects of the Diagnosis 
of Tumors of Infants and Children’ and ‘Radiological As- 
pects of the Treatment of Tumors of Infants and Children.” 

The evening clinic will consist of the presentation and dis- 
cussion of tumor cases by the guest speakers and by visitors. 

There is no registration fee for the conference, the pro- 
gram for which was planned by Dr. John L. Wallace, 
chairman of the Tarrant County Cancer Committee. 


Physician-Owned Pharmacies Decried 


The Board of Councilors of the Texas Medical Associa- 
tion has given its wholehearted approval to a resolution 
adopted by the Texas Pharmaceutical Association at its dia- 
mond jubilee convention in San Antonio, July 25-28. The 
resolution, reflecting the attitude of the 3,000 members of 
the druggists’ organization, follows: 

“Whereas, the principles of medical ethics provide that 
an ethical physician does not engage in barter or trade in 
the appliances, devices, or remedies prescribed for patients, 
but limits the sources of his professional income to profes- 
sional services rendered the patient, and 

“Whereas, the Judicial Council of the American Medical 
Association has ruled that it is unethical for a physicain to 
have a financial interest in a pharmacy in the area in which 
he conducts his professional activities and where he profits 
directly or indirectly from the sale of devices or remedies 
prescribed for his patients, and 

“Whereas, this is particularly true when the services of 
other reputable pharmacies are readily available, and 
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“Whereas, the question of rental of space to a pharmacist 
in a clinic or office building owned or leased by physicians, 
when such space is rented to pharmacists on a sliding scale 
or a percentage of the income received by the pharmacy, is 
equivalent to receiving a rebate from the prescription and 
is, therefore, unethical in accordance with the ruling of the 
Judicial Council of the American Medical Association, and 

“Whereas, the continued trend of physician-owned clinic 
pharmacies is disruptive to the long cherished necessity for 
cooperation between the healing arts, therefore, 

BE IT RESOLVED, by the 75th Annual Convention of the 
Texas Pharmaceutical Association that physician-owned 
clinic pharmacies are not considered to be ethical or in the 
best interest of medicine and pharmacy in Texas, and that a 
copy of this resolution be forwarded to the Texas Medical 
Association for promulgation to its membership, and that 
copies of the resolution also be forwarded to drug industry 
publications for dissemination to all registered pharmacists 
in this State.” 


PERSONALS 


Dr. R. K. Daily, Houston, and Dr. Gaynelle Robertson, 
Texas City, recently presented papers at the Interim Con- 
gress of the Pan American Association of Ophthalmology 
in Sao Paulo, Brazil. They also spoke in Buenos Aires at 
the meeting of the Argentina Oto-Neuro-Ophthalmological 
Association. 

Commemorating the fiftieth anniversary of the voluntary 
tuberculosis control movement, Dr. W. M. Brumby, Hous- 
ton, organizer of the Texas Tuberculosis Association in 
1908, was honored with a bronze medallion by the board 
of directors of that group at their July 25 meeting. 

Dr. Elliott Mendenhall, Dallas, has been appointed to 
the advisory board of the American Trudeau Society. Dr. 
Mendenhall is currently vice-president of the Texas Tuber- 
culosis Association and chairman of its committee on public 
information. 

Dr. Edmond K. Doak, Houston, recently has been ap- 
pointed to represent Texas on the newly-created Board of 
Governors of the American Diabetes Association. 

Dr. Joseph PF. McVeigh, Fort Worth, was given a watch 
as a momento of appreciation and devotion for twenty-six 
years as adviser to the faculty of St. Joseph’s Hospital's 
School of Nursing in a surprise ceremony during July. 

Dr. John Tunnel, Taft, spoke to the Aransas Pass Lions 
Club on “Snakes” recently. Dr. Tunnel has studied snakes 
as a hobby since his boyhood. 

Dr. Joe D. Nichols, Atlanta, spoke to the San Antonio 
Rotary Club on “Some Occupational Diseases of Business 
Executives” on July 23. 

Dr. James Holman, Dallas, and Nancy Jane Holmes, D. 
D. S., were married July 19 in Dallas. 

Dr. and Mrs. J. C. Watkins, Harlingen, were honored 
with a dinner-dance by the Cameron-Willacy Counties Med- 
ical Society on June 29, commemorating the couple’s golden 
wedding anniversary and the doctor’s fiftieth year of prac- 
ticing medicine. 

The bulletin of the Alumni Association of the University 
of Texas Medical Branch, Galveston, lists Dr. and Mrs. 
C. R. Goodwin, Nederland, as recent parents of a girl, and 
Dr. Leon Kopecky and Dr. Ina Moodie Calhoun Kopecky, 
San Antonio, as parents of a boy, born May 23. 

Miss Elizabeth Dingham and Dr. Felix Shepley, Wichita 
Falls, were married on August 6 in New York City. 








“Military forces are not a substitute for civil defense. We 
regard civil defense as a co-equal partner with the military 
in the defense of the nation.”—Secretary of Defense Robert 
A. Lovett. 





Oklahoma City Clinic 


The Twenty-Fourth Annual Fall Conference of the Okla- 
homa City Clinical Society will be held October 25-28. 
Lectures and discussions by sixteen guest speakers and an 
address by Dr. Walter B. Martin, Norfolk, Va., President of 
the American Medical Association, are included in the four 
day postgraduate teaching program. General assemblies, 
panel discussions, and daily luncheon round table question 
and answer sessions will also be included. Dinner meet- 
ings, a dinner-dance, and a stag smoker will constitute the 
entertainment planned for the members. All physicians 
who are members of a county medical society are invited 
to attend the clinic. 

The guests participating in the teaching program are Dr. 
George C. Adie, New Rochelle, N. Y.; Dr. Herbert S. 
Alden, Atlanta; Dr. L. Henry Garland and Dr. Ralph Soto- 
Hall, San Francisco; Dr. Arnold S. Jackson and Dr. William 
S. Middleton, Madison, Wis.; Dr. William O. Johnson, 
Louisville; Dr. Russell J. Blattner, Houston; Dr. William 
J. Dieckmann, Chicago; Dr. Lloyd G. Lewis, Washington, 
D. C.; Dr. John J. Modlin, Columbia, Mo.; Dr. James L. 
Poppen, Boston; Dr. William G. Sauer and Dr. K. M. 
Simonton, Rochester, Minn.; Dr. David E. Smith, St. Louis; 
and Joseph F. Volker, D.D.S., Birmingham, Ala. 

Additional information may be obtained from the execu- 
tive secretary, 503 Medical Arts Building, Oklahoma City. 


TUMOR SEMINAR 


The annual Tumor Seminar sponsored by the San An- 
tonio Society of Pathologists in conjunction with the Col- 
lege of American Pathologists and the Texas Division of 
the American Cancer Society will be held on November 6 
at Brooke Army Hospital, Fort Sam Houston. 

The meeting will be devoted to the pathology of bone 
tumors, brain tumors, and genitourinary tumors, and radia- 
tion reaction. The speakers will be from the Armed Forces 
Institute of Pathology and will include Gen. Elbert De- 
Coursey, director, who will discuss radiation reaction; Dr. 
Webb E. Haymaker, chief of the neuropathological section; 
Dr. Lent C. Johnson, chief of the orthopedic pathology 
section; and Dr. Fathollah K. Mostofi, chief of the genito- 
urinary pathology section. 

Dr. A. O. Severance, Baptist Memorial Hospital, San 
Antonio 2, can give details concerning the meeting. 


POLIOMYELITIS CASES 


Poliomyelitis cases nationally are running 7 per cent be- 
hind the total reported through July of last year, the United 
States Department of Health, Education, and Welfare has 
announced. 

For the first seven months of this year, 9,185 reported 
cases compare with 9,840 cases for the same period in 
1953. Both years are below the 10,582 record number of 
cases reported during the first seven months in 1952. 

More than one-third of the cases have been in three 
states this year. They are California, 1,525 cases; Texas, 
1,400; and Florida, 619. By the same time in 1952, Texas 
had reported more than 2,000 cases. 


Druggists to Meet in Houston 


The first convention in Texas of the National Associa- 
tion of Retail Druggists will be held in Houston October 
10-12. This will be the fifty-sixth annual meeting of the 
association. Among the speakers will be Congressman Sam 
Rayburn, Democratic leader of the House of Representa- 
tives, and Mr. C. W. Crawford, Commissioner of Food 


and Drugs, United States Department of Health Education, 
and Welfare. 


Postgraduate Study at San Angelo 


The University of Texas Postgraduate School of Medicine, 
San Angelo Division, is offering a series of courses to be 
held the second Sunday of each month from September 
through May, 1955. Part one of the program, the first 
hour, is a clinical pathologic conference, with case material 
supplied from the M. D. Anderson Hospital and Tumor 
Institute, Houston. Taught by Dr. Lloyd R. Hershberger, 
San Angelo, part one gives nine credit hours. Part two, 
clinical seminars, offers fourteen hours’ credit. 

On September 12, the subject for the second part of the 
course was “Management of Peripheral Vascular Disorders.” 
The remaining schedule for the second hour is as follows: 
October 1, “Recognition and Management of Common 
Hematological Problems by the General Practitioner’; No- 
vember 14, “Care of the Newborn”; and December 12, 
“Head Injuries.’””’ The 1955 subjects and dates will be Janu- 
ary 9, ‘Management of Fractures in General Practice”; Feb- 
ruary 13, “Obstetrical Emergencies”; March 13, ‘“Manage- 
ment of Burns in General Practice’; April 10, “The Use and 
Abuse of Antibiotics”; and May 8, “The Acute Abdomen.” 

Dr. John E. Ballard, San Angelo, will be the radiologist 
in charge of part three of the program, fundamentals of 
roentgen-ray interpretations. September and October pro- 
grams are on the chest; November and December, gastro- 
intestinal tract; January, urology; February, skull; March, 
spine; April, extremities; and May, therapy. 


SOUTHWESTERN POSTGRADUATE COURSE 


Southwestern Medical School of the University of Texas 
and the Dallas Southern Clinical Society will sponsor a post- 
graduate course for physicians on “Recent Advances in In- 
ternal Medicine.” The course will be held October 4-6 at 
Dallas, with meetings from 9 a. m. to 5 p. m., and twenty- 
one credit hours will be given members of the American 
Academy of General Practice. 

Instructors for the program will be Drs. Carleton B. 
Chapman, Alfred W. Harris, H. M. Winans, Sr., Donald 
W. Seldin, D. O. Shields, William F. Miller, John S. Chap- 
man, and E. E. Muirhead. 

Also there will be Drs. Donald A. Sutherland, Paul J. 
Thomas, A. I. Braude, Charles B. Shuey, Albert M. Tocker, 
William C. Grater, James B. Howell, Arthur G. Schoch, 
and W. Grady Reddick. Drs. Howard C. Coggeshall, Leon- 
ard L. Madison, John S. Bagwell, T. Haynes Harvill, Cecil 
O. Patterson, and M. O. Rouse will also teach the course. 

Registration for the course is $5, and tuition is $25. 
The fees should be sent to the office of the dean, South- 
western Medical School, 2211 Oak Lawn Avenue, Dallas 19. 

HOUSTON POSTGRADUATE COURSE 

Baylor University College of Medicine and the Uni- 
versity of Texas Postgraduate School of Medicine will offer 
a course in “The Growth and Development of the Child 
in Relation to Parents and Physicians,” November 5-7. The 
course will be taught by Dr. Frances L. Ilg, co-director of 
the Gesell Institute of Child Development, and Dr. Harry 
Backwin, a psychiatric pediatrician and head of the De- 
partment of Pediatrics of New York University. 

The Institute will be held at the Texas Children’s Hos- 
pital Auditorium, Texas Medical Center, Houston, with ses- 
sions from 10 to 12 a. m. and 8 to 10 p. m. on November 
5, 6, and 7. Each afternoon from 2 to 4 p. m. local psy- 
chiatrists and members of ancillary professions will take up 
detailed and specific questions that may arise. Dr. Russell 
Blattner, Dr. David Mendell, and Dr. David Vinson, Hous- 
ton, are the local group directing the course, and Dr. Men- 
dell will be the moderator for the panel and group pro- 
grams. 
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CONTAGIOUS DISEASES IN CHILDREN 


Basing his conclusions on a twelve-year study of children 
from 125 New York families, Dr. Nathan Epstein reported 
in the May American Journal of Diseases of Children that 
children are more likely to get contagious diseases at about 
5 years of age than any other time. 

However, the children experience upper respiratory in- 
fections at an even rate from birth to 12 years, Dr. Epstein 
said. The study shows that a child has about one out of 
five chances of being free from upper respiratory infections 
during any year, but between the ages of 10 and 12 the 
chance is one in three. He stated that 2 of 3 children ex- 
perienced one or more mild upper respiratory infections 
during any year. Of the 200 children studied, each averaged 
one or two mild and one severe infection a year, regardless 
of age, the physician stated. 





Hospital Grants 


The status of all Hill-Burton hospital construction in 
Texas on June 30 included ninety-nine projects completed 
and in operation, thus providing 5,852 additional hospital 
beds. The total cost of $82,636,456 was supplemented by 
$28,525,286 in federal funds. Twelve projects under con- 
struction at that time will provide 2,193 beds, for a total 
cost of $27,052,656. The federal government contributed 
$8,924,875 to these projects. One hospital, which is de- 
signed to supply 744 additional beds but is not yet under 
construction, has been approved for the total cost of $15,- 
600,000, including $1,500,000 in federal funds. 


LIBRARY SECTION 


THE BUSINESS SIDE OF MEDICAL PRACTICE 


Many doctors have realized that they must depend upon 
their own initiative to develop satisfactory business proce- 
dures in their offices. While they may have a natural dis- 
like of business details, closer attention to the development 
of efficient and complete business records and practices can 
result in a saving of time and money as well as improve- 
ment of relations with the patient. Professional ability and 
service are of primary consideration, but they need to be im- 
plemented by efficient and productive business procedures. 


Choosing a location can have an important effect on the 
financial success of the physician. Outlying districts and 
rural areas may be desirable for a doctor beginning prac- 
tice because of the ease of getting started. The area that 
needs a doctor the most may be the most lucrative because 
of the assurance of an adequate practice. In urban areas, 
sharing an office location with other physicians can de- 
crease overhead and be mutually beneficial financially. 


The efficiency and appearance of the doctor's office play 
an important part in the doctor-patient relationship. The 
reception and consultation rooms and the laboratory, if any, 
should be arranged efficiently, on the advice of an architect 
when possible. 

Competent office assistants are not easy to obtain. Often 
the doctor must train a receptionist, nurse, and technician 
or a combination of the three. The ability and attitude of 
these assistants may be the determining factors in estab- 
lishing a successful business operation. Salaries should be 
large enough to permit employees to maintain adequate 
standards of living. If a feeling that they are a part of 
the professional practice can be instilled in the assistants’ 
minds, they will be more inclined to do their best work 
and to be satisfied with their jobs. The manner in which 
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FELLOWSHIPS OFFERED 


The National Foundation for Infantile Paralysis is now 
offering a limited number of senior fellowships to physi- 
cians interested in study and research in the teaching of 
preventive medicine. These are being offered in order to 
increase the number of well trained teachers in the field. 

Stipends ranging from $4,500 to $7,000 a year, depend- 
ing on marital status and number of dependents, will be 
given for one or more years. The program of study may 
be taken at an approved medical school of public health 
or in a department of preventive medicine of an approved 
medical school. 

Candidates, who must have completed at least one year 
of internship and who must have had not less than two 
years of additional training and experience, will be selected 
on a competitive basis by the Clinical Fellowship Com- 
mittee of the National Foundation for Infantile Paralysis. 

The foundation’s Division of Professional Education, 120 
Broadway, New York 5, is in charge of applications, which 
can be submitted any time during the year. 


Medical and Research Grants 


Among the recipients of medical division grants to sup- 
port clinical studies made by Sharp and Dohme were Baylor 
University College of Medicine, Houston, and the Uni- 
versity of Texas School of Medicine, Galveston. The Uni- 
versity of Texas, Austin, was one of the ten recipients of 
the research division grants, which totaled $17,900. Re- 
search and clinical studies grants totaling $43,100 have 
been made by the company since January 1 of this year. 





office assistants treat the patients is an important part of 
maintaining a proper professional relationship. 


Financial records need not be extensive or complicated 
but should reflect essential information completely. The 
system should be thoroughly understood by the doctor, and 
he should examine the records to keep himself informed. 
There is no one correct type of bookkeeping or record sys- 
tem. In most cases the records should be tailored to meet 
the needs of the individual practitioner. There are in- 
numerable bookkeeping systems that have been devised by 
commercial concerns, but practices, particularly the special- 
ties, vary greatly as to the type and extent of services ren- 
dered. Attention should be given to complete records of 
patients’ accounts and accurate records for income tax pur- 
poses. Most physicians maintain patients’ accounts on an 
accrual basis to record the amount of work performed but 
report their income for tax purposes on a cash basis. This 
is, of course, completely ethical since this choice is per- 
mitted by law. 

Care should be taken in preparing case records. In addi- 
tion to furnishing background material to the physician in 
his treatment, they possibly may be required as evidence in 
court. Printed forms are available for these records, but 
an evaluation of individual needs should govern the selec- 
tion of the forms. Many doctors use dictating machines of 
the disc, cylinder, or wire recorder type to save time. The 
records of treatment and the accounting records are related 
and should be kept in a manner that will make this rela- 
tionship easy to trace. Accurate, well kept files will save 
the doctor’s time and permit him to find needed informa- 
tion quickly. 

To reduce the number of delinquent accounts, they should 
be given early attention. When possible, payment for major 
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operations and extended treatment should be discussed with 
the patient in advance. Collection measures which antag- 
onize the patient should be avoided. If collection is turned 
over to an outside agency, the doctor should be sure that 
the methods they use will not impair public relations or 
his professional standing. Collection letters should be writ- 
ten in the same manner that the physician uses in speak- 
ing to his patients. Installment payments may be success- 
ful if adhered to. The method of payment should be agreed 
to mutually by the patient and the doctor or his assistant. 

The physician should familiarize himself with the legal 
aspects of his contractual relationship with the patient and 
of maintaining records for tax purposes. 

In general, attention to the establishment of adequate 
records and routines can become an investment of the doc- 
tor’s time that will result in a larger income and better 
patient relationships. 

If a physician has a problem with records or business 
procedures, the business office of the Texas Medical Asso- 
ciation will be pleased to discuss it with him and make 
suggestions. The business office also would be interested 
in receiving any suggestions on methods to improve its 
business services. 

The Memorial Library of the Texas Medical Association 
has available the following publications on this subject: 

Black, Henry D., and Skaggs, Allison E.: Breaking in 
Aide, M. Eco. 31:153-157 (May) 1954. 

Fair, Ernest W.: How to Keep That Well-Trained As- 
sistant Happy, GP 8:103-105 (Oct.) 1953. 

Harlow, Robert M.: Ways to Speed Up Your Office 
Routine, M. Eco. 31:105-107 (Feb.) 1954. 

Hess, Elmer; Roth, R. B.; and Kaminsky, A. F.: Patient 
and Proper Function of Doctor’s Office, Texas State J. Med. 
49:368-371 (June) 1953. 

Mills, Millard K.: Why Not Use Charge Slips? M. Eco. 
31:148-150 (April) 1954. 

Sun, Ruth: Dictating Machines Help Busy Doctors, GP 
8:106-107 (Oct.) 1953. 

Uren, Bertram T.: Physician’s Records, New England J. 
Med, 251:17-21 (July 1) 1954. 

Wiprud, Theodore: Business Side of Medical Practice, 
ed. 2, Philadelphia, W. B. Saunders, 1949. 

E. MAXWELL JONES, Business Manager, 
Texas Medical Association, Austin. 


BOOKS RECEIVED IN AUGUST 


American Ophthalmological Society, Transactions, 1952. 
Bell, B.: A System of Surgery, ed. 3, Philadelphia, 1814. 


Delario, A. J.: Roentgen, Radium and Radioisotope 
Therapy, Philadelphia, Lea and Febiger, Philadelphia, 1954. 

Downing, John Godwin: Cutaneous Manifestations of 
Systemic Disease, Springfield, Ill., Charles C Thomas, 1954. 

Duke-Elder, Stewart: Parsons’ Diseases of Eye, ed. 12, 
New York, Macmillan, 1954. 

Elwyn, Herman: Diseases of Retina, ed. 2, Philadelphia, 
Blakiston, 1954. 

Flint, Thomas: Emergency Treatment and Management, 
Philadelphia, W. B. Saunders, 1954. 

Florey, Howard: Lectures on General Pathology, Phila- 
delphia, W. B. Saunders, 1954. 

Garland, Joseph: Physician and His Practice, Boston, 
Little, Brown and Company, 1954. 

Greenhill, J. P.: Office Gynecology, ed. 6, Chicago, 
Year Book Publishers, 1954. 

Haggard, Howard W.: Devils, Drugs and Doctors, New 
York, Blue Ribbon Books, Inc., 1929. 

Hale-White, William: Keats as Doctor and Patient, Lon- 
don, Oxford University Press, 1938. 


Horder: Fifty Years of Medicine, New York, Philosophi- 
cal Library, 1954. 

Livingston, Samuel: Diagnosis and Treatment of Con- 
vulsive Disorders in Children, Springfield, Ill., Charles C 
Thomas, 1954. 

Luisada, Aldo A.: Heart, Physiologic and Clinical Study 
of Cardio-Vascular Diseases, ed. 2, Baltimore, Williams and 
Wilkins, 1954. 

MacKenna, R. M. B.: Modern Trends in Dermatology, 
series 2, New York, Paul B. Hoeber, 1954. 

Rigler, Leo G.: Chest, Handbook of Roentgen Diagnosis, 
ed. 2, Chicago, Year Book Publishers, 1954. 

Rothman, Stephen: Physiology and Biochemistry of Skin, 
Chicago, University of Chicago Press, 1954. 

Sandoz Atlas of Haematology, Basle, Sandoz, Ltd., 1952. 

Weinstein, Paul: Glaucoma Pathology and Therapy, St. 
Louis, C. V. Mosby, 1953. 

Zoethout, W. D.: Laboratory Experiments in Human 
Physiology, St. Louis, C. V. Mosby, 1954. 


CONTRIBUTIONS TO THE LIBRARY 


Grateful acknowledgment is made by the Texas Medical 
Association Memorial Library for the following recent gifts: 

Dr. J. M. Coleman, Austin, 1 book. 

Dr. N. L. Schiller, Austin, 15 journals, 13 reprints. 


BOOK NOTICES 


Cure Your Nerves Yourself 


Louis E. BIscH, M. D., Ph.D. 247 pages. 
New York, Wilfred Funk, Inc., 1953. 

In this volume, written for the lay public, the author has 
assumed that those individuals with minor emotional prob- 
lems can help themselves. 

The book is written in simple language and is readable. 
Each chapter deals with a specific problem that people face 
in their everyday living. The book should be helpful to 
many who have minor adjustment problems and are com- 
pletely open minded about their problems, willing to dis- 
card their old habits and make new adjustments. The book 
cannot replace the aid of a psychiatrist. 


$3.50. 


‘French’s Index of Differential Diagnosis 
Edited by ARTHUR H. DOUTHWAITE, London, M. 
D., F.R.C.P., Senior Physician, Guy's Hospital; Hon- 
orary Physician, All Saints’ Hospital for Genito- 
Urinary Diseases. Seventh edition. 1,046 pages. $20. 
Baltimore, Williams and Wilkins Company, 1954. 

The main signs and symptoms of disease are meticulously 
dealt with and in comparison with the former edition there 
is more conciseness and less repetition. It is simple in its 
usage because its articles on the various symptoms are ar- 
ranged in alphabetical order. 

More important than the alphabetical order of symptoms 
is the discussion of differential diagnosis in connection 
with the symptom or symptoms involved. To use this book 
effectively, it must be realized that the body of the book 
deals with symptoms, whereas the index gathers these to- 
gether under the headings of the various diseases in which 
they occur. 

Extensive use of the general index will keep the reader 
from missing a number of places in which the diagnosis 
of the disease or diseases in question is discussed. Even 
though each symptom is discussed only once, each disease 
is likely to come under discussion in a number of places 
under several of its more important symptoms. 

It is called to the attention of the early users of the 
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book that borderline headings and various signs such as 
von Graefe’s and Stellwag’s are found in the index and 
that use of the index speeds up the usage of this compact 
volume. 

Treatment, pathology, and prognosis as indicated in the 
preface to the volume are not dealt with except insofar as 
they bear upon differential diagnosis; for example, the use 
of salicylates in distinguishing rheumatic from other types 
of arthritis. 

The illustrations are well chosen, and the colored ones 
add a great deal to the informative value of this work. 

This book is an excellent index of differential diagnosis 
and is a valuable addition to any physician’s reference book 
shelf. 


Review of Physiological Chemistry 


HAROLD A. HARPER, Ph. D., Professor of Biochem- 
istry, University of San Francisco; Lecturer in Sur- 
gery, University of California School of Medicine, 
San Francisco. Fourth edition. 328 pages. $4. Los 
Altos, Calif., Lange Medical Publications, Univer- 
sity Medical Publishers, 1953. Spanish edition, Mad- 
rid, Spain, Ediciones Morata. 


Peripheral Nerve Injuries, Principles of Diagnosis 


WeEBB HAYMAKER, M. D., Chief, Neuropathology 
Section, Armed Forces Institute of Pathology, Wash- 
ington, D. C., and BARNES WOODHALL, M. D., 
Professor of Neurosurgery, Duke University School 
of Medicine, Durham, N. C. Second edition. 333 
pages. $7. Philadelphia, W. B. Saunders Company, 
1953. 

In the second edition of the Haymaker and Woodhall 
monograph the text has been thoroughly reworked and 
supported by references. New chapters and _ illustrations 
have been added. Many of the changes were in response 
to criticism of the previous edition. The authors describe 
the motor, sensory, autonomic, and reflex changes resulting 
from injuries of peripheral nerves, roots, and plexuses. The 
book, originally a product of World War II, was a guide 
for medical officers of the armed forces. Further experi- 
ence with civilian and military nerve wounds has been the 
source of the new information. The book is excellently il- 
lustrated by photographs and line drawings. It should be a 
valuable reference book for all students and for physicians 
and surgeons who frequently treat traumatic cases. 


The Mechanism of Inflammation 


Edited by G. JASMIN, M.D., and A. ROBERT, M. D., 
Institut de Medecine et de Chirurgie experimentales, 
Unwersite de Montreal. 308 pages. Montreal, Can- 
ada, Acta, Inc., Medical Publishers, 1953. 

At the Nineteenth International Physiological Congress 
in Montreal in 1953, a symposium was held by contem- 
porary investigators in the field of inflammation. This was 
the first international symposium on the subject. Twenty- 
four papers were presented in written form, and a panel 
discussion was held. In this monograph the complete pro- 
ceedings, the formal papers, the prepared remarks, and the 
free discussion are presented. There is a serious divergence 
of opinion among the investigators, the leading controversies 
being histamine and ground substance. The symposium was 
financed by pharmaceutical companies in the United States 
and Canada. 


Conserving Human Resources 


Proceedings, 1952 Annual Convention, National So- 
ciety for Crippled Children and Adults, October 26- 
29, 1952, San Francisco. The Easter Seal Society 
Chicago. 107 pages. The National Society for Crip- 
pled Children and Adults, Inc., Chicago, 1953. 
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Disability Evaluation, Principles of Treatment of Compensable 

Injuries P 

EARL D. MCBRIDE, M. D., F.A.C.S., Assistant Pro- 
fessor in Orthopedic Surgery, University of Okla- 
homa School of Medicine; Attending Orthopedic 
Surgeon, St. Anthony's Hospital; Chief of Staff, Bone 
and Joint Hospital, Oklahoma City, Okla. Fifth edi- 
tion. 715 pages. $15.. Philadelphia, J. B. Lippin- 
cott Company, 1953. 

As a pioneer in the field of disability evaluation, the 
author again has presented a comprehensive coverage of the 
field. 

Since the publication of the first edition, doctors and 
lawyers have consulted this reference in formulating opin- 
ions. The relation of injury to disease is timely, and those 
forced with forming an opinion will find the material most 
helpful. 

The variety and complexity of injuries make it difficult 
to establish a fixed schedule for ratings for all the known 
occupations. 

This reference book will greatly assist the physician in 
preparing his testimony concerning disability, and should 
be considered a “must” for the orthopedist and industrial 
surgeon. 


Treatment of Toxic Goiter with Radioactive lodine 

LINDON SEED, M. D., Director, Isotope Laboratory, 
Grant Hospital; Clinical Associate Professor of Sur- 
gery, College of Medicine, University of Illinois, 
Chicago, and "THEODORE FIELDS, M. S., Assistant 
Director, Radioisotope Laboratory, Hines Hospital, 
Hines, Ill.; Instructor in Radiology, Northwestern 
University Medical School, Chicago. Preface by 
George V. LeRoy, M. D., Associate Dean, Division 
of Biological Sciences, University of Chicago. 116 
pages. $3.75. Springfield, Ill., Charles C Thomas, 
1953. 

This monograph, written by a surgeon and a radio- 
physicist, is based on their experience with the treatment 
of toxic goiter. It should prove valuable to those who are 
interested in installing a small isotope laboratory. It gives 
the indications for isotope therapy as well as the results of 
the treatment and includes a discussion of the complica- 
tions such as hypothyroidism, exacerbation of symptoms, 
local reaction, and exophthalmos. The authors prophesy 
that the present surgical treatment of exophthalmic goiter 
will be replaced by radioiodine therapy. 


“Water, Electrolyte and Acid-Base Balance; Normal and 

Pathologic Physiology as a Basis for Therapy 

HARRY F. WEISBERG, M. D., Assistant Professor of 
Clinical Pathology and of Clinical Medicine, Chicago 
Medical School; Clinical Chemist, Mount Sinai Med- 
ical Research Foundation and Hospital; Associate 
Attending Physician, Cook County and Mount Sinai 
Hospitals, Chicago. 245 pages. $5. Baltimore, Wil- 
liams and Wilkins Company, 1953. 

If the clinician is looking for an oversimplified formula 
to understand the principles of fluid and electrolyte balance 
and the treatment of alteration thereof, he will not find it 
in Dr. Weisberg’s book. If he is looking for a detailed 
physiobiological-physiochemical treatise on the subject, here 
again he would not be satisfied. However, for those who 
want this problem explained in moderately applied physio- 
logical vernacular and want to gain a working knowledge 
encompassed in such a complex and still not completely 
understood pattern of exchange and interchange between 
cell membranes, he will have in this book the answer— 
albeit not a complete one—which will be of benefit to him 
and through him to his patients. 
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Dr. Weisberg takes his reader through a discussion of 
normal physiology and inculcates an understanding of it. 
This clarifies the essential fragments which are the work- 
ing elements of this problem. He concisely explains and 
delineates the concept of body water and its analysis, he 
describes the function and place of the body electrolytes, 
and he combines them both into a clear explanation of 
acid-base balance. 

With this information he takes the reader into an under- 
standing of those deviations from normal which plague the 
surgeon, the internist, and the general practitioner. He pre- 
sents clinical syndromes and the reason for them. Water 
imbalance and sodium, potassium, and other electrolytic de- 
ficiencies become clear in their relationships to one another. 
The migration of fluid and electrolyte across semipermeable 
membranes from one compartment into the next in response 
to body demands and endocrine stimuli becomes a picture 
almost as vivid as water flowing over a dam in response to 
gravity. 

Lastly, he describes the various solutions which can be 
used to treat these aberrations (or to prevent them) giving 
rationale as well as logical deduction a predominant place 
in the proper use of them. Possibly Dr. Weisberg has not 
contributed to the medical literature an original idea or 
concept in this book, but he has contributed to the inter- 
ested clinician the clearing of misunderstood and nonunder- 
stood concepts of man’s internal environment. 


Physiological Methods in Clinical Practice 


WILLIAM S. MIDDLETON, M. D., Department of 
Medicine, University of Wisconsin Medical School, 
Madison. The Beaumont Lecture, Wayne County 
Medical Society, February 2,1953. 40 pages. Amer- 
ican Lecture Series, Number 216. $1. Springfield, 
Ill., Charles C Thomas, 1953. 


"The Ballistocardiogram; A Dynamic Record of the Heart Beat 
JOHN R. BRAUNSTEIN, M. D., Ph. D., Associate 
Professor of Biophysics and Assistant Professor of 
Medicine, University of Cincinnati. Publication 143, 
American Lecture Series. A Monograph in Ameri- 
can Lectures in Circulation. 84 pages. $3. Spring- 
field, Ill., Charles C Thomas, 1953. 

Dr. Braunstein has presented “‘a picture of this most chal- 
lenging and rapidly moving field” —ballistocardiography. 
Functional tests of the heart are badly needed, and the pres- 
ent exercise test, often done with misgivings and many 
warnings as to possible danger, is not the answer. Now 
we have an instrument that promises to record safely the 
valuable information as to how well the heart is perform- 
ing its vital function. 

At present no segregation of facts is obtainable as to 
just how this functional output is obtained, bu* in time the 
complex will be worked out and be more valuxble. Is the 
valve leaky? Does the ventricular musculature show dam- 
age? The present ballistocardiograph does not delineate 
each query but it does give the over-all picture and like- 
wise does interpret the first failure of function—often long 
before the electrocardiogram. Perhaps in the future we can 
correlate pathology and this record of heart function now 
known as the ballistocardiogram. 

The book is divided into an excellent history dating back 
to 1877 and shows various displacement ballistocardiograph 
machines. Modern instruments are presented, and both dis- 
placement and velocity machines are discussed. The veloc- 
ity machine has the great advantage of ease of recording 
and simplicity of equipment. With the electromagnetic 
pick-up of the Dock type of instrument the patient is com- 
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fortably relaxed on the padded electrocardiograph table and 
the ballistocardiograph is taken “before they know it.” 

Next, the author discusses the normal ballistocardiogram 
followed by a chapter on the abnormal tracing. He shows 
the relationship to respiration and its effect on the ballisto- 
cardiogram. 

Physics is brought into play in the chapter on cardiac 
output and again in the excellent appendix. This gives a 
clear understanding of the mechanics involved in the studies. 

The next two chapters are on the clinical significance of 
the abnormal pattern and of the abnormal output. 

Sixteen pages are devoted to the vectorballistocardiogram. 
The reviewer is of the opinion some of its electronic arma- 
mentariums will be more widely adopted to medical use 
in the near future. 

Dr. Braunstein’s small book is the beginning of a prom- 
ising field. The instruments are quite easily constructed 
and are also available commercially. The reviewer has 
made several instruments for his friends. 

A bibliography is attached at the end. 


Third Annual Report on Stress 


HANS SELYE, M.D., Ph.D. (Prague), D.Sc. (McGill), 
F.R.S. (Canada), Professor and Director of the In- 
stitut de Medecine et de Chirurgie experimentales, 
Universite de Montreal, and ALEXANDER HORAVA, 
M. D. (Lausanne), Research Associate and Librarian 
of the Institut de Medecine et de Chirurgie experi- 
mentales, Universite de Montreal. 637 pages. Mon- 
treal, Canada, Acta, Inc., Medical Publishers, 1953. 


‘The Action of Insulin 


NEILS HAUGAARD, Ph. D., Assistant Professor of 
Physiological Chemistry in Research Medicine, School 
of Medicine, University of Pennsylvania, Philadel- 
phia, and JULIAN B. MARSH, M. D., Assistant Pro- 
fessor of Physiological Chemistry, Graduate School 
of Medicine, University of Pennsylvania, Philadel- 
phia. 113 pages. $3.75. Springfield, Ill., Charles C 
Thomas, 1953. 

This is a well-written, well-edited, and well-printed mon- 
ograph, which summarizes the present knowledge of the 
complex problems of the action of insulin in an adequate 
manner. The subject is discussed in eight chapters dealing 
successively with essentials of intermediary metabolism, the 
chemistry of insulin, the physiology of insulin action, ex- 
perimental metabolism, the relationship of anterior pituitary 
and adrenal cortical factors to the action of insulin, some 
clinical aspects of the action of insulin, and the mechanism 
of action of insulin. The data are presented briefly and 
concisely. The bibliography appears to be adequate and well 
chosen. This reviewer feels that the authors have accom- 
plished their aim: “. . . to present the results of recent in- 
vestigations dealing with the problem of the mechanism of 
insulin action in a manner which might interest the clinician 
as well as the research worker.” 


Manual for Student Nurse Recruiters 


Compiled by MRS. LILLIAN CHRISTENSEN GRIFFITH 
under a grant from the National Foundation for In- 
fantile Paralysis. 63 pages. Published by the Com- 
mittee on Careers, National League for Nursing, 
New York, 1953. 

The manual is arranged for a community committee and 
is divided into three parts. The first outlines the plan of 
organization and the selection of the committee. The sec- 
ond part details the program; speakers; schools, radio, news- 
paper, and television publicity; and financing. The last two 
sections contain valuable suggestions for special programs 
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with the aid of docters and nurses in the community and 
a list of aids available from the Committee on Careers of 
the National League for Nursing. 

This should be a great help to the Auxiliary in its nurse 
recruiting program. 


Rehabilitation Centers in United States 


HENRY REDKEY, Consultant on Rehabilitation Cen- 

ters, Office of Vocational Rehabilitation, United 

States Department of Health, Education, and Wel- 

fare, Washington, D. C. 128 pages.” $1.50. Chicago, 

— Society for Crippled Children and Adults, 

This publication is a compilation of information sub- 

mitted by forty rehabilitation centers for the first National 

Conference on Rehabilitation Centers, held December 1-3, 

1952, under the sponsorship of the National Society for 

Crippled Children and Adults and the Office of Vocational 

Rehabilitation, United States Department of Health, Educa- 
tion, and Welfare. 


"Planning Guide for Radiologic Installations 


By the Committee on Planning of Radiologic In- 
stallations of the Commission on Public Relations 
of the American College of Radiology, WENDELL 
G. Scott, M. D., Chairman. 336 pages. $8. Chi- 
cago, Year Book Publishers, 1953. 

This book fills a much needed phase in the development 
of radiologists in private and hospital practice. The prin- 
ciples of adapting the radiologic facilities to the needs of 
the community and the demands made upon it cannot be 
too strongly emphasized. The planning of a department 
not only for its present work load but also for its future 
increase in duties is a good idea, and the fact is not over- 
looked that as the size increases so will the teaching and 
instruction responsibilities. Miniature sketches and pictures 
showing the flow of work through a department even de- 
pict the relationship of various workers in the roentgen-ray 
department with each other. 

A good analysis of hospital radiologic practice bearing 
on the number of patients, number of examinations, and 
ratio of therapy to diagnostic work in relationship to the 
populations being served is presented. It is also helpful to 
find a discussion of the amount of floor space needed and 
of the team composed of the radiologist, administrator, 
trustees, and other professional staff members who are 
vitally affected by roentgen-ray and therapy plans. 

The roentgen-ray and radium therapy section is well 
dealt with as to both size and arrangement for reception, 
treatment, and examination. A valuable section is devoted 
to the ‘“‘don’ts” of construction and should be digested by 
not only the radiologist, but the administrator, trustees, and 
architect as well. 

I was disappointed in the section on the construction 
and arrangement of dressing booths and lockers and had 
the feeling that more preparation and attention should have 
been paid to allowing patients access to their examining 
rooms instead of having to parade down corridors for ex- 
amination. 

The dark room section is well done. The discussion is 
especially good on film drying and the actual processing of 
films. Accessories, temperature control, and humidity all 
come in for their share of importance and discussion. 
Microfilming of overage films to save storage space and 
preserve records is stressed. In the case of photofluoro- 
graphy the point is well taken that it should be placed near 
the entrance and between the clinics and the roentgen-ray 
department to save time and confusion. The suggestion 
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about electric outlets on all floors is good. Having fluoro- 
scopic timers is an excellent suggestion and should be stand- 
ard equipment in all such units. 

The discussion of radiation protection has been well 
done by a battery of well trained people who have devel- 
oped this section adequately, and it should be studied by 
anyone who has radiation duties, be they diagnostic or 
therapeutic. It is not within the scope of a book review 
or my ability to discuss this section in a short space. The 
protective requirements in particular for both patients and 
personnel cannot be stressed too much or too often. 


A Handbook of Practical Bacteriology, Guide to Bacteriological 
Laboratory Work 


T. J. MACKIE, M. D., LL.D., D.P.H., Professor of 
Bacteriology, University of Edinburgh; Consultant 
Bacteriologist to the Royal Infirmary, Edinburgh, 
and the South-Eastern Regional Hospital Board, Scot- 
land, and J. E. MCCARTNEY, M.D. (Edinburgh and 
Adelaide), D.Sc. (Edinburgh), Medical Bacteriologist, 
Institute of Medical and Veterinary Science, Adelaide, 
South Australia. Ninth edition. 677 pages. $5.50. 
Baltimore, Williams and Wilkins Company, 1953. 


Scientific Principles in Nursing 
M. ESTHER MCCLAIN, R. N., M. S., Instructor in 
Nursing Arts, Providence Hospital School of Nurs- 


ing, Detroit, Michigan. 449 pages. Second edition. 
$3. St. Louis, C. V. Mosby Company, 1953. 


"Classics in Clinical Dermatology with Biographical Sketches 
WALTER B. SHELLEY, M. D., Ph. D., Chief, Clinic 
of Dermatology, University of Pennsylvania Hos- 
pital; Associate Professor of Dermatology and Syphil- 
ology, University of Pennsylvania, and JOHN TT. 
CrIssEY, M. D., Instructor, Dermatology and Syphil- 
ology, University of Pennsylvania. Introduction by 
JOHN H. Strokes, M. D., Emeritus Professor of 
Dermatology and Syphilology, School of Medicine, 
University of Pennsylvania, Philadelphia. 467 pages. 
$10.50. Springfield, Ill., Charles C Thomas, 1953. 

In the course of the rather hectic task of trying to keep 
abreast of modern medical literature, the reader occasionally 
encounters a book which is a sheer pleasure for readability 
and enjoyment. Such an opus, to any who profess an in- 
terest in cutaneous medicine, is this book. 

The book is a collection of first, or at least of early, de- 
finitive descriptions of the majority of important derma- 
tologic entities recognized today. Usually the original de- 
scription is given in toto; occasionally it is somewhat ab- 
stracted. With each description is given a short biographical 
sketch of the author thereof. Since almost all great clinicians 
of the past hundred years were keen clinical observers, it 
works out that the volume encompasses most of the great 
names of dermatology, and it is therefore in effect a prac- 
tical Who’s Who. Naturally, however, there are also a 
number of less familiar physicians whose names are im- 
mortalized by their having been the first to recognize an 
entity. 

It is striking to notice how clear and how complete in 
their descriptions of a disease were some of the older auth- 
ors especially, so that but little of importance can be added 
today after decades of further study. On the other hand, 
however, every dermatologist will note with interest that 
some of the original concepts have been enlarged and some- 
times radically changed in modern times. 

The paper is good and the typography is handsome; the 
illustrations are acceptable. One is impressed with the large 
amount of source research and translations the authors have 
had to do to bring out this exceilent compendium. 
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Dermatologists will be grateful to Drs. Shelley and Cris- 
sey for making available this belles-lettres dermatologica; 
and the general medical public will also read this with 
much interest and gain. 


Electrical Methods of Blood-Pressure Recording 
FRANK W. NOBLE, M.E.E., National Heart IJnsti- 
tute, National Institute of Health, Public Health 
Service, Federal Security Agency, Bethesda, Md. 56 
pages. $3. Springfield, Ill., Charles C Thomas, 1953. 


‘Salt and the Heart 
EDWARD T. YORKE, M. D., Attending Cardiologist, 
Alexian Brothers Hospital, and Associate Cardiolo- 
gist, St. Elizabeth Hospital, Elizabeth, N. J.; Con- 
sultant in Medicine, Rahway Hospital, Rahway, N. J. 
83 pages. $3.45. Linden, N. J., Drapkin Books, 1953. 

This new book covers an up-to-date subject in this mod- 
ern era of medicine. The author introduces his subject with 
a typical case seen by the average physician in his office. 
From this, one sees the importance of questioning the pa- 
tient as to what he is eating and how his foods are prepared. 

Chapter two discusses the physiology of salt metabolism 
and excretion under normal and abnormal conditions. The 
current views of the author are well founded in that an 
excessive intake of salt cannot produce disease. 

The author’s views on hormones as a cause of premen- 
strual discomforts are still controversial. His physiologic 
explanation of congestive heart failure is basically simple 
the way he tells it. It should be heartening to the medical 
profession to hear that swollen ankles do not always mean 
heart trouble. 


THenry E. Mehmert, M. D., Greenville. 





TEXAS MEDICAL ASSOCIATION 


EXECUTIVE COUNCIL MEETING 


The headquarters building in Austin was the scene Sep- 
tember 3-5 of council and committee activities and the 
semiannual session of the Executive Council of the Texas 
Medical Association, the governing body between annual 
meetings of the House of Delegates. Dr. F. J. L. Blas- 
ingame, Wharton, President, presided over the Council on 
September 5, at which time Dr. A. L. Thomas was pre- 
sented with a plaque as General Practitioner of the Year 
for Texas. Dr. Thomas, Ennis physician for almost fifty 
years, was voted to receive the honor by the House of Dele- 
gates at its May meeting in San Antonio. He accepted 
the plaque from Dr. Mayo Tenery, Councilor of the Four- 
teenth District. 

Six past presidents of the Association were in Austin 
for the meeting. They are Dr. John H. Burleson, San An- 
tonio; Dr. L. H. Reeves, Fort Worth; Dr. B. E. Pickett, Sr., 
Carrizo Springs; Dr. G. V. Brindley, Temple; Dr. T. C. 
Terrell, Fort Worth; and Dr. George Turner, El Paso. Dr. 
Reeves called attention to the Spanish oak tree planted at 
the entrance to the Association building which he presented 
in memory of Dr. Holman Taylor and Dr. R. B. Anderson, 
Jr. Dr. Turner commended Dr. Blasingame on his out- 


standing job as President, and the others expressed their 
pleasure at being able to accept Dr. Blasingame’s invitation 
to attend the Council meeting. 





ORGANIZATION SECTION 


The chapter on reserve of the heart explains a lot of 
simple things which many physicians and medically minded 
people will appreciate. For example, he states that the heart 
muscle fibers can always stretch a little bit more to continue 
when the extra load placed upon them seems impossible. 

In using low sodium restricted diets, every physician 
should be constantly on the alert for any symptoms of the 
low salt syndrome. At this time, the use of resins is not 
as popular, and their use in the future in regard to the use 
of salt with heart disease is very questionable. The author’s 
view on salt and sodium in hypertension stimulates much 
thought. He will have a big following in the belief that 
overeating which includes an excessive amount of salt is 
more likely the damaging effect rather than purely excess 
salt. 

The remainder of the book deals with foods containing 
high and low amounts of sodium. Physicians prescribing 
the use of a low sodium diet with heart disease should be 
able to discuss intelligently at least the foods high in sodium. 
The results obtained with the use of such diets depend upon 
the intelligence of the individual. One cannot expect many 
patients to understand the importance of a low sodium diet 
and the number of grams and milligrams necessary for re- 
stricted diets. These patients should be given a list of actual 
foods to eat. 

A review of the subject from the standpoint of a cardi- 
ologist or physician dealing with heart disease is elementary 
but should be enlightening to those unfamiliar with the 
subject. I believe this book would be of definite value to a 
young physician, medical student, dietitian, or intelligent 
patient—with its understandable explanations of the basic 
physiology relative to salt in the body as a normal function 
as well as in disease related to the cardiovascular system. 


Before most Association activities got under way, there 
was an interprofessional meeting on September 3 with ap- 
proximately forty representatives present from the Texas 
Medical Association, Texas Dental Association, Texas Phar- 
maceutical Association, State Department of Health, Texas 
Graduate Nurses Association, Texas League for Nursing, 
Chiropodists Society of Texas, Texas State Veterinary Medi- 
cine Association, Group Hospital Service, Texas Public 
Health Association, and Texas Joint Commission for the 
Improvement of the Care of the Patient. The group de- 
cided that a committee should be appointed to make the 
necessary arrangements to form a permanent body for dis- 
cussion of mutual problems and possible joint action where 
such seems indicated. 


After a day of committee meetings September 4, reports 
were accepted by the Executive Council from the various 
councils and committees of the Association. Some of the 
many items of business discussed follow. 


The visitation program, which was begun in June to aid 
county societies in strengthening their membership, attend- 
ance, and programs and to learn their needs, was praised 
by the Board of Trustees, the Board of Councilors, and the 
Committee on Public Relations. To date, visitations, made 
by officers and central office personnel, have been sched- 
uled to approximately fifty county medical societies, and it 
is expected that many additional societies will respond with 
invitations during the year. 


Malpractice insurance rates were studied by several coun- 
cils. The Council on Medical Defense, in cooperation with 
the Council on Medical Jurisprudence and following a man- 
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date from the House of Delegates, is preparing for sub- 
mission to the Texas Legislature a bill which will modify 
or exempt malpractice insurance rates from the single rating 
law to provide some relief for physicians from excessive 
malpractice insurance rates. As a result of the increased 
incidence of malpractice suits in Texas, the Council on Med- 
ical Defense is studying ways and means by which it can 
inform individual physicians of better ways to protect them- 
selves and their patients. 


Federal legislation concerning medicine was a major part 
of the report of the Council on Medical Jurisprudence. 
Status of such items as social security, Hill-Burton Hospital 
Construction Act, reinsurance, and medical tax deductions 
was given. 

The 1955 annual session of the Association, scheduled 
for April 24-27 in Fort Worth, will add to its agenda 
thirty refresher courses taught by distinguished out of state 
and Texas physicians, it was reported by the Council on 
Scientific Work. At the time of its report fourteen guests 
had accepted invitations to participate in the program, and 
additional speakers were being invited to assure an out- 
standing program. The Committee on Public Relations 
commented that adequate publicity is essential to a success- 
ful meeting. To supplement the usual methods employed, 
the committee discussed placards in hospitals and public 
places, personal invitations from the Fort Worth area physi- 
cians, and sufficient publicity through the TEXAS STATE 
JOURNAL OF MEDICINE, 

The Bar M. D. Ranch suite at the American Medical 
Association convention in San Francisco had more than 
1,300 visitors in the three days it was open, according to 
a report from the Texas Delegates to the AMA. Two Tex- 
ans were reelected to AMA offices. 

Membership in the State Association has reached 6,785, 
the highest in the history of the Association, according to 
a report from the Board of Trustees. Texas membership in 
the AMA is 5,602 not counting exemptions. It is likely 
that membership in the AMA will exceed 6,000 this year, 
allowing an additional delegate for Texas. 

The appropriation of funds sufficient to operate the Post- 
graduate School of Medicine on a basis in keeping with 
the other departments of the University of Texas was rec- 
ommended by the Council on Medical Education and Hos- 

pitals as a resolution to be presented to the Texas Legis- 
lature in view of the fact that there is increasing enrollment 
in the postgraduate courses offered throughout the state. 

The Library Endowment Fund has received only $20,- 
214.80 in the past fourteen years, and the Library Endow- 
ment Committee is planning to encourage donations through 
reminders in the TEXAS STATE JOURNAL OF MEDICINE, 
the visitation program, and the Woman’s Auxiliary. 

Doctor distribution surveys have been completed in Dis- 
tricts 7 and 8, and a survey is under way in District 4. The 
Committee on Rural Health and Doctor Distribution plans 
to survey District 9 and then District 1 to determine the 
need for physicians. 

Purchase of the lot adjoining the headquarters building 
has been completed by the Board of Trustees. The lot ex- 
tends 219 feet on Nineteenth Street. 


Executive Council to Meet January 22-23 
Dr. F. J. L. Blasingame, Wharton, President of the Texas 
Medical Association, has set January 22-23, 1955, as the 
dates for the next Executive Council meeting. Since the 
Legislature will be in session, it is advisable for those plan- 
ning to attend to make hotel reservations early. 


SEPTEMBER 





1954 


General Practitioner of Texas 


Commemorating his selection as Texas’ General Practi- 
tioner of the Year, Dr. A. L. Thomas of Ennis was pre- 
sented with a bronze plaque at the September 5 meeting 
of the Executive Council of the Texas Medical Association. 
Dr. Thomas, the sixth Texas physician to be so honored, 
received the plaque from Dr. Mayo Tenery, Waxahachie, 
Councilor of District 14. He was elected by the House of 
Delegates at the 1954 annual session in San Antonio. 

Born in Auburn, Ga., on August 7, 1875, Dr. Thomas 
moved to Ennis with his parents, Alfred N. and Amanda 
(Betts) Thomas, when he was 11 year sold. He attended 
country schools and was graduated from Polytechnic Col- 
lege, Fort Worth, after which he taught in a one room 
school in Bardwell in 1898. Receiving his medical educa- 
tion in Kentucky, Dr. Thomas was graduated from the Uni- 
versity of Louisville School of Medicine in 1903. 

Dr. Thomas began the general practice of medicine at 
Cryer Creek, Navarro County, in 1903, and he spent the 
next year at Terrell as an intern at the North Texas Hos- 
pital for the Insane, now the Terrell State Hospital. In 





Dr. A. L. THOMAS 


January of 1905 he moved to Ennis and has practiced there 
continuously. Dr. Thomas was the first man in the county 
to do microscopic work, and he studied many specimens 
sent to him by neighboring physicians particularly to estab- 
lish the diagnosis of tuberculosis. For some time he was the 
only anesthetist in the county, and he was the second doctor 
to own and operate an x-ray machine in the county. He has 
done postgraduate work in New York, Chicago, and New 
Orleans. 

Dr. Thomas made his first calls by horse and buggy un- 
less the roads were too bad; then he went by horse. He also 
has made calls on muleback and by railroad hand car as 
well as on foot. He did his first surgery in the homes on a 
portable table which he had brought in his buggy. The 
table was covered with a quilt and a sheet. 

Although he is now 79 years old, the doctor is still op- 
erating, delivering babies, and helping the spiritual and 
mental as well as physical needs of his patients. He esti- 
mates that he has delivered moer than 3,000 babies since 
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he began practicing. Last year Dr. Thomas was honored 
by the Ellis County Medical Society on the completion of 
his fiftieth year of practice. 

Health officer of Ennis for several years, Dr. Thomas 
has been active in civic work in that town. He is a past 
president of the Kiwanis Club, was the first person to be 
chosen “Citizen of the Year” by popluar poll sponsored by 
the Ennis Lions Club, and has been chairman of the board 
of trustees for the Ennis public schools for the past twenty 
years. Dr. Thomas was the first chairman of the library 
board and holds the first card issued, with which he checked 
out “The Life of Pasteur.” 

He joined the Methodist Church in 1882 and has been 
active in every phase of church work. He is a member of 
the board of stewards, many times chairman; a member of 
the choir; a teacher of the Men’s Bible Class for many years; 
and a lay delegate to conferences of the Methodist Church. 

A member of the Texas and American Medical Associa- 
tions through Ellis County Medical Society continuously 
since 1908, Dr. Thomas served as president from 1941 
until 1944. He is past president of the Weekly Doctors 
Luncheon Club of Ennis. 

Dr. Thomas and the former Miss Edna May Williams 
of Decatur were married on October 26, 1905. In recent 
years the Thomases have visited Cuba, Guatamala, Hawaii, 
and Canada, from Quebec to Victoria. Last year they toured 
Alaska, and this year they took a 4,500-mile automobile 
trip through the northwestern part of the United States. 
They have four daughters, Mrs. Ralph Bell, Houston; Mrs. 
C. A. McMurray and Mrs. J. R. Jeter, Ennis; and Mrs. 
Eugene Epting, Athens, Ga. 

The most recent honor bestowed upon Dr. Thomas was 
the insertion by Senator Lyndon B. Johnson in the Con- 
gressional Record of May 6 the Associated Press story on 
his selection as General Practitioner of the Year in Texas. 


VISITATIONS FOR OCTOBER 


Officers and members of the staff of the Texas Medical 
Association have scheduled visits to five county medical 
societies during October. They will also participate in the 
program of the Fourth District meeting at San Angelo, 
October 21. Societies scheduled to be visited are Bell 
County, October 6; Hale-Floyd-Briscoe-Swisher Counties, 
October 12; Williamson County, October 12; Bowie Coun- 
ty, October 14; and Travis County, October 19. 


AMERICAN MEDICAL ASSOCIATION 


‘A Life to Save’ 


The American Medical Association’s newest film entitled 
“A Life to Save” and produced especially for use on local 
television stations by state and county medical societies, will 
be available for bookings October 1 through AMA’s TV 
Film Library. The film is a story of how a woman’s family 
doctor saves her life after a quack healer is exposed. The 
premiere showing was held at the third Medical Public 
Relations Institute in Chicago, September 1-2. 


“Operation Herbert’ Available 


“Operation Herbert,” an amusing motion picture film 
produced by the American Medical Association became 
available for showings at clubs, schools, fairs, and other 
meetings after September 1. The 16 mm. film, lasting 30 
minutes and starring Jackie Kelk as a young hospital patient, 
demonstrates that an appendectomy costs less today than it 
did in 1937. The film may be reserved through Modern 
Talking Pictures Service, Inc., 45 Rockefeller Plaza, New 
York 20. 


COUNTY SOCIETIES 


Cameron-Willacy Counties Society 
June 21, 1954 
(Reported by Harry A. Miller, Executive Secretary) 
Surgical Treatment of Duodenal Ulcer—R »bert M. Moore, Galveston. 


Cameron-Willacy Counties Medical Society met on June 
21 at Brownsville with the woman’s auxiliary for dinner 
and a business and scientific meeting. A committee was ap- 
pointed to meet with the regional director of Blue Cross to 
discuss a proposed program for the society, and George 
Thurman was elected a member of the society. Dr. Moore 
presented the above scientific paper. 


Hale-Floyd-Briscoe-Swisher Counties Society 
June 8, 1954 
(Reported by John C. Long, Jr., Secretary) 


Hale-Floyd-Briscoe-Swisher Counties Medical Society met 
in Plainview on June 8. C. Thomas Hill, Jr. was elected to 
membership. 

A film on “Anemia” was shown to the group, and a dis- 
cussion led by E. L. Dye, Jr., Plainview, followed. 


Lubbock-Crosby Counties Society 


June 1, 1954 
(Reported by Richard K. O'Loughlin, Secretary) 
Interpretation of the Electrocardiogram—Mike Scurry, Dallas. 


At the June 1 meeting of Lubbock-Crosby Counties Med- 
ical Society in Lubbock, it was decided to begin a savings 
account for the society. The above scientific paper was heard, 
and a discussion followed by L. B. Smith, Allen T. Stewart, 
William H. Gordon, Sam G. Dunn, John Selby, and Roy 
Sheffield, Lubbock. 


Medina-Uvalde-Maverick-Val Verde-Edwards-Real-Kinney- 
Terrell-Zavala Counties Society 
June 11, 1954 
Symposium on Pulmonary Tuberculosis—W. D. Anderson, San An- 
gelo; Lloyd R. Hershberger, San Angelo; C. E. Rush, Sanatorium; 
and R. F. Allison, Sanatorium. 

The Medina-Uvalde-Maverick-Val Verde -Edwards- Real- 
Kinney-Terrell-Zavala Counties Medical Society met on June 
11 in Del Rio. After hearing the above scientific program, 
the doctors had dinner with the woman’s auxiliary. Dr. and 
Mrs. George Cox, Austin, were special guests. 


Nueces County Society 
June 8, 1954 
(Reported by G. S. Ahern, Secretary) 
Some Health Unit Experiences in Tornado—D. R. Reilly, San Angelo. 


After a short business meeting on June 8 of the Nueces 
County Medical Society, the above program was heard. A 
resolution expressing sympathy to the families of Dr. C. N. 
Meador and Dr. J. M. Cameron, Corpus Christi, was passed. 


San Patricio-Aransas-Refugio Counties Society 
June 2, 1954 
Knee Injuries and Their Treatment—George B. Barnes, Corpus 

Christi. 

The San Patricio-Aransas-Refugio Counties Medical So- 
ciety met on June 2 in the home of Dr. and Mrs. W. A. 
Guynes, Mathis. After hearing the above scientific paper, 
a panel discussion on the subject was held. Preceding the 
program, Dr. and Mrs. Guynes and Dr. and Mrs. Daniel 
R. Baen, Mathis, were hosts to members of the society and 
auxiliary at a buffet supper. 
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Tarrant County Society 
June 1, 1954 
(Reported by S. W. Wilson, Secretary) 

Symposium on ‘“‘Headache’’—T. J. Coleman, Ronald Smith, Bruce 

Beard, and William C. Hendrix, Jr., Fort Worth. 

Tarrant County Medical Society June 1 meeting in Fort 
Worth included the scientific program outlined above and a 
short business meeting. S. W. Wilson, secretary, announced 
that members of the society had been invited to hear the 
founder of Alcoholics Anonymous speak and also announced 
that a party was to be given for members and their wives 
on June 2 by Mr. E. E. Weaver. 


DISTRICT SOCIETIES 


Fifth and Sixth Districts Society 
July 8-10, 1954 


Treatment of Adenomatous Polyps Based on Their Pathology—Lauren 
V. Ackerman, St. Louis. 


Radioactive Iodine Therapy in Incapacitated Cardiac Patients—Ed- 
ward Massie, St. Louis. 

Management of Post-Phlebitic Limb—Davitt A. Felder, Minneapolis. 

Rubella in Pregnancy—Stewart A. Fish, Dallas. 

Surgery of Arteriosclerosis—Dr. Felder. 

Tumors of the Parathyroid—Dr. Ackerman. 

Anticoagulant Therapy in Coronary Disease—Dr. Massie. 


HIGH LIGHTS OF THE NURSE RECRUITMENT 
PROGRAM 


The nurse recruitment program of the Woman’s Aux- 
iliary to the Texas Medical Association is a means of 
guiding young persons to become so interested in the pros- 
pects for service in the profession that they will choose 
nursing as a Career. 

During the past ten years there has been a growing recog- 
nition of the fact that just as the need for more nurses is a 
community problem, so is the recruitment of those nurses 
a community responsibility. No one group can solve the 
problem alone. The nursing profession and the medical 
profession must help by informing the youth of the oppor- 
tunities and the fields of nursing, and the Woman’s Aux- 
iliary will continue to help. Doctors and their wives should 
serve as speakers on club, television, and radio programs 
so that the public will be better informed. 


For a number of years the various county medical auxili- 
aries have been interested in securing more students to study 
nursing. The primary consideration is to counsel young 
men and women and give the best possible advice. Of 
course, the auxiliary members must be informed as to the 
opportunities, necessary training, and fields of nursing be- 
fore any recommendations may be offered. 

At present approximately fifty-two Future Nurses Clubs 
have been organized in Texas. It is vital that the medical 
auxiliaries and societies cooperate to the fullest extent with 
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Complete Perineal Laceration—Dr. Fish. 
Medical Aspects of Surgical Therapy for Mitral Stenosis—Dr. Massie. 


Pathologist’s Responsibility in Diagnosis and Treatment of Cancer— 
Dr. Ackerman. 
Amenorrhea—Dr. Fish. 


Practical Method of Phlebography—Dr. Felder. 


The Fifth and Sixth Districts Medical Society met July 
8-10 in Corpus Christi. Included in the three day program 
were the above scientific presentations, and round table dis- 
cussions, business meetings, and entertainment. Dr. F. J. L. 
Blasingame, Wharton, President of the Texas Medical Asso- 
ciation, addressed the group on the first day of the meeting. 

New officers elected at the meeting are John J. Sloan, 
president; R. Gayle Spann, vice-president; and E. Jackson 
Giles, reelected secretary-treasurer. All three are from Cor- 
pus Christi. 


Twelfth District Society 
July 13, 1954 


The Twelfth District Medical Society met in Corsicana 
on July 13. E. R. Hayes, Milton V. Davis, and Frank H. 
Kidd, all from Southwestern Medical School of the Uni- 
versity of Texas, Dallas, participated in the scientific por- 
tion of the program. J. L. Cochran, San Antonio, President- 
Elect of the Texas Medical Association, and A. L. Thomas, 
Ennis, 1954 Texas General Practitioner of the Year, were 
guests and participated in the program also. 








these groups and the Committee on Careers in Nursing. 
Future Nurses Clubs offer students an opportunity to have 
their own stimulating program through which, together, 
they can explore a shared, special interest—nursing. 

Realizing that financial difficulties often cause the nurs- 
ing profession to be deprived of fine nurses, the auxiliaries 
have established extensive scholarship and loan funds. It 
is hoped that these funds will continue to be available. 
There are approximately twenty-six funds established by 
various auxiliaries, five of which were made possible by 
securing money from other organizations. At the present 
time, approximately $6,000 is being made available in 
scholarship and loan funds by county auxiliaries in Texas. 

This year the state Committee on Nurse Recruitment 
has the following objectives: 

1. Publish and distribute a manual for members of Fu- 
ture Nurses Clubs. This manual will include basic informa- 
tion on how to organize a club, with suggestions for pro- 
grams, projects, and services. It is the hope of this com- 
mittee that the manual will enable clubs in Texas to be- 
come more standardized and also will be beneficial in or- 
ganizing new clubs. 

2. Distribute a pamphlet on available schools of nurs- 
ing in Texas. Information on admission requirements, 
length of the program, affiliations, accreditations, and types 
of schools will be included. 

3. Assist in organizing more Future Nurses Clubs in 
high schools. 

4. Cooperate with the Committee on Careers in Nursing 
in planning the first state convention for Future Nurses 
Clubs. 


5. Make a survey of the available scholarship and loan 
funds for nursing. 

There is no auxiliary too large or too small to do a good 
job in recruiting professional and practical nursing stu- 
dents. All successful results will depend on the cooperation 
and long term planning of the members of the auxiliaries 
and nursing staffs in the community. Good public rela- 










re Rc TET 





684 


tions may be established in any community by carrying on 
a well organized nurse recruitment program. With the 
growing demand for more nurses, it is the auxiliaries’ re- 
sponsibility to see that pertinent information reaches the 
public. 

Doctors and doctors’ wives must do all they can to help 
those men and women who accept the challenge of human 
service. The Woman’s Auxiliary must constantly assure 
them of the high rewards and everlasting satisfaction de- 
rived from being a nurse. 


COUNTY AUXILIARIES 


Henderson County Auxiliary met July 15 at the home 
of Dr. and Mrs. Nolen D. Geddie, Athens, and heard a 
review of the book, “A History of the Texas Medical Asso- 
ciation, 1853-1953,” by Dr. Pat I. Nixon, San Antonio. 
The book was presented to the Texas Medical Association 
Memorial Library in memory of Dr. Don Price, who re- 
cently died. 

Bosque County Auxiliary met with the county medical 
society on July 7 at the home of Dr. and Mrs. Van D. 


Goodall, Clifton, and heard the society’s guest speakers. 
They were Dr. Tom Lyles, Clifton; Dr. M. O. Rouse, Dal- 
las, who spoke on medical jurisprudence; Mr. N. C. For- 
rester, Austin, executive secretary of the Texas Medical 
Association; and Mr. R. V. Voyer, Dallas, general director 
of the David Graham Hall Foundation for the betterment 
of Texas health. Mrs. S. L. Witcher, Clifton, gave a talk 
on the auxiliary’s proposed projects. 


Fifth and Sixth Districts Auxiliary 


The Fifth and Sixth Districts Medical Auxiliary held a 
luncheon-style show in Corpus Christi on July 9 honoring 
Mrs. Mark H. Latimer, Houston, President of the Woman's 
Auxiliary to the Texas Medical Association. Mrs. Latimer 
addressed the group prior to a business meeting conducted 
by Mrs. June Yates, Corpus Christi, council woman for 
District 6. Mrs. E. Jackson Giles, Corpus Christi, president 
of Nueces County Auxiliary, presided at the luncheon. 


About 150 motion picture films appropriate for audiences 
versed in medicine and 50 suitable for laymen may be bor- 
rowed from the Library of the Texas Medical Association, 
1801 Lamar Boulevard, Austin. 


DEATHS 


L. MACKECHNEY 

Dr. Laurie Mackechney, Wichita Falls, Texas, died at a 
local hospital on May 31, 1954, after a brief illness. 

Born in San Augustine in 1870, Dr. Mackechney was 
the son of John and Martha (Scurlock) Mackechney. His 
father was born in Quebec, Canada, and moved to San Au- 
gustine when he was 12 years old. Dr. Mackechney at- 
tended school in San Augustine and was graduated from 
Tulane University of Louisiana School of Medicine, New 
Orleans, in 1895. He began practicing in San Augustine 
in 1909 and in 1913 moved to Wichita Falls. He practiced 
in Iowa Park from 1938 until 1951, when he returned to 
Wichita Falls. At that time he retired from active practice. 

A member of the Texas and American Medical Associa- 
tions continuously since 1908, through Shelby County and 
then Wichita County Medical Societies, Dr. Mackechney 
was elected an honorary member of the Texas Medical 
Association in 1951. He was one of the organizers of the 
Northwest Texas Clinic, which operated in Wichita Falls 
for about fifteen years, and later, during World War II, 
he was superintendent of the Wichita Falls State Hospital. 
He belonged to the Masonic Lodge, the Shrine, and the 
Episcopal Church. 

Dr. Mackechney and the former Miss Lucy Bell were 
married in 1897. She died in 1902. He was also preceded 
in death by six brothers and one sister. Surviving are a son, 
John H. Mackechney, and three nephews, M. E. Mackech- 
ney, John Thomas, and J. S. Mackechney, all of Wichita 
Falls, and several nieces. 


P. J. DOMINGUES 

Dr. Polycarp Joseph Domingues, Kerrville, Texas, died 
on May 30, 1954, at his home. 

Dr. Domingues was born in Iberia Parish, La., in 1869. 
He was graduated from the St. Mary’s University ,in Leb- 
anon, Ky., and from the Tulane University of Louisiana 
School of Medicine, New Orleans, in 1893. He practiced 
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An obituary ordinarily will not be published more than four months 
after date of death. Cooperation in reporting deaths of physicians and 
in furnishing appropriate biographical material promptly is solicited. 


in Jeanerette, La., until 1898, when he moved to Kerrville. 
He had attended many patients in Kerr and adjoining 
counties when horse and buggy or riding horseback pro- 
vided the only means of transportation. Dr. Domingues 
bought the first Ford automobile sold in Kerr County. 

Dr. Domingues was formerly a member of the Texas 
Medical Association through Kerr-Kendall-Gillespie-Bandera 
Counties Medical Society. 

Retiring from medical practice six years ago, Dr. Domin- 
gues remained active in his business interests until two 
months prior to his death when failing health forced him 
to give it up. 

Dr. Domingues and the former Miss Evelyn Bowman 
were married in Jeanerette; she died in 1946. He is sur- 
vived by a daughter, Mrs. Alice Jobes, and a-son, Louis 
Domingues, both of Kerrville; eight grandchildren; and 
two great-grandchildren. 


Bo: TF. WALL 


Dr. Dick Parker Wall died on July 18, 1954, of em- 
physema at his home in Galveston, Texas. 

The son of Simeon Venable and Nancy Jane (Comer) 
Wall, Dr. Wall was born in Chapel Hill, Tenn., November 
3, 1884. His father conducted a private school for boys in 
Franklin, Tenn., and later in Honey Grove, Texas, in which 
Dr. Wall received his early education. He was graduated 
from the University of Texas School of Medicine, Galveston, 
in 1913. After interning at John Sealy Hospital, Galveston, 
he began the general practice of medicine in Galveston in 
1915, also teaching at the medical school. During World 
War I Dr. Wall served as a captain in the United States 
Army Medical Corps and was discharged as a major in the 
medical corps reserve. He did postgraduate work in eye, 
ear, nose, and throat in New York and St. Louis. From 
1920 until his death he specialized in that field and was a 
professor of otolaryngology at the University of Texas 
School of Medicine from 1920 until 1943. For many years 
he was attending physician and surgeon of the United 
States Public Health Service Hospital, Galveston. 

A member of the American, Southern, and Texas Med- 
ical Associations almost continuously since 1915, he was 
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president of the Galveston County Medical Society in 1938. 
Dr. Wall served as secretary of the Section on Eye, Ear, Nose, 
and Throat of the 1927 annual session of the Texas Medical 
Association, and in 1949 he was one of the members of 
the Association’s Council on Medical Education and Hos- 
pitals selected to recommend a location for the new state 
medical school. He was a charter member of the Texas So- 
ciety of Life Insurance Medical Directors. He was a mem- 
ber of the Association of Life Insurance Medical Directors 
of America, being medical director of the American Na- 
tional Insurance Company from 1943 until his death. 

Dr. Wall belonged to Beta Theta Pi fraternity and Alpha 
Mu Pi Omega medical fraternity. He was a Scottish Rite 


































Dr. DICK P. WALL 


Mason and a vestryman and senior warden of the Trinity 
Episcopal Church. 

On December 22, 1923, Dr. Wall and the former Miss 
Bessie Belle Tips were married in Seguin. He is survived 
by his wife; two sons, Dick Parker Wall, Jr., Galveston, 
and Robert Edward Wall, Austin; three grandchildren, Rob- 
ert Edward, Jr., Laura, and Lisa Wall, all of Austin; and 
one brother, Robert Wall, Boyle, Miss. 


G. P. STOKER 

Dr. George Pinkney Stoker, Red Oak, Texas, died on 
July 23, 1954, at his home of a stroke at the age of 95. 

A native of Lodi, Miss., Dr. Stoker was born on Decem- 
ber 18, 1858. He was graduated from the Missouri Med- 
ical College, St. Louis, in 1887 and from the Hospital Col- 
lege of Medicine, Louisville, Ky., in 1902. He later did 
postgraduate work at the Polyclinic Medical College, New 
Orleans, and Tulane University of Louisiana School of Med- 
icine, New Orleans. 

A member of the Texas and American Medical Associa- 
tions almost continuously since 1907, Dr. Stoker had prac- 
ticed in Lodi before moving to Texas. He practiced in 
Archer City, Mount Pleasant, and Jacksonville before set- 
tling in 1919 in Red Oak, where he was a member of the 
Texas Medical Association through Ellis County Medical 
Society. Dr. Stoker was elected an honorary member of the 
Texas Medical Association in 1947. He was health officer 
of Archer County for five years. Dr. Stoker was a Mason 
for more than fifty years and was a member of the Meth- 
odist Church. 
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Dr. Stoker is survivea by five sons, AHen Stoker, Floyd 
Stoker, and Dewey Stoker, all of Dallas; Clyde Stoker, Big 
Spring; and Lynn Stoker, Red Oak; three daughters, Mrs. 
Nancy Robbins, Dallas; Mrs. Mabel Friday, Uvalde; and 
Mrs. Grace Walters, West Beach, Fla.; two sisters, Mrs. 
Lundy Haynes, Cleburne, and Mrs. Susie Akin, Brecken- 
ridge; a brother, Bun Stoker, Mineral Wells; six grand- 
children; and two great grandchildren. 


L. L. ZARR 

Dr. Luther Lynn Zarr died July 22, 1954, of acute myo- 
cardial infarction at his home in Houston, Texas. 

The son of Mr. and Mrs. Luther Zarr, Dr. Zarr was born 
in Temple on January 1, 1911. He attended St. Mary’s 
University of San Antonio; the University of Texas, Austin; 
and the University of Oklahoma, Norman. He was gradu- 
ated from the Tulane University of Louisiana School of 
Medicine, New Orleans, in 1938. After interning at Scott 
and White Hospital, Temple, Dr. Zarr began his practice 
in Temple and in 1939 moved to Houston where be prac- 
ticed until his death. He was on the staff of Heights Hos- 
pital for fifteen years. 
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A member of the Texas and American Medical Associa- 
tions continuously since 1939 through Harris County Med- 
ical Society, Dr. Zarr was a member of the American Acad- 
emy of General Practice, Alpha Tau Omega fraternity, Nu 
Sigma Nu medical fraternity, the Houston Country Club, 
Pine Forest Country Club, Lower Lake Hunting Club at 
Eagle Lake, and the Episcopal Church. He was an honorary 
member of the Rotary Club. 

Dr. Zarr and the former Miss Elizabeth Sinclair were 
married on October 11, 1934, in Houston. Survivors in- 
clude Mrs. Zarr, a son, Lynn Sinclair Zarr, and a daughter, 
Miss Lucy Ann Zarr, all of Houston; his mother, Temple; 
and a sister, Mrs. Edwin Bigbee, Palestine. 


H. S. TAYLOR 
Dr. Harvey Stokley Taylor died at his home in Dallas, 
Texas, of a heart attack on May 19, 1954. 
Born on March 20, 1884, in Comanche County, the son 
of Mr, and Mrs. A. C. Taylor, Dr. Taylor was graduated 
from Southwestern University Medical College, Dallas, in 
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1911. As a general practitioner, Dr. Taylor practiced in 
Pickton from 1911 until 1922, in Winnsboro from 1922 
until 1926, and in Kaufman from 1927 until 1947. He 
retired in 1947 and moved to Dallas. 

Dr. Taylor had been a member of the Texas and Ameri- 
can Medical Associations almost continuously since 1918, 
being a member first through Hopkins County, then Wood, 
Kaufman, and Dallas Counties Medical Societies. He was 
elected to honorary membership in 1952 and had been 
president of Kaufman County Medical Society in 1939. 
He was a member of the Baptist Church. 

Dr. Taylor is survived by his wife and six daughters, 
Mrs. Dan Evans, Mrs. Carroll Kiser, Mrs. Kelton Ray, and 
Mrs. Stanley Heaps, all of Dallas; Mrs. C. T. Ashworth, 
Fort Worth; and Mrs. W. E. Peters, Garland. His father, 
A. C. Taylor, Winnsboro; a sister, Mrs. Z. T. Bridges, 
Winnsboro; and two brothers, W. S. Taylor, Winnsboro, 
and T. M. Taylor, Houston, also survive. 


O. H. JUDKINS 


Dr. Oscar Hunt Judkins, San Antonio, Texas, died in a 
local hospital of coronary thrombosis on May 27, 1954. 

The son of Andrew Lafayette and Elizabeth (Bristow) 
Judkins, Dr. Judkins was born in Taylor County on Octo- 
ber 5, 1883. He was graduated from the University of 
Texas School of Medicine, Galveston, in 1907. He did 
postgraduate work at Tulane University of Louisiana School 
of Medicine, New Orleans, and the University of Vienna. 

A member of the Texas and American Medical Asoscia- 
tions almost continuously since 1908, Dr. Judkins was a 
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member first through Hale-Floyd-Briscoe-Swisher Counties, 
then LaSalle County, then Travis County, and from 1920 
until 1954, Bexar County. He was secretary of the Section 
on Eye, Ear, Nose, and Throat for the 1925 annual session 
of the Texas Medical Association. Dr. Judkins was a fellow 
of the American College of Surgeons and a diplomate of 
the American Board of Otolaryngology. He was a member 
of the Conopus Club and the San Antonio Country Club. 
Dr. Judkins and the former Miss Corrine Russell were 
married in San Antonio on October 20, 1917. Surviving 
are his wife; two daughters, Mrs. Joyce Judkins Braly, El 


Paso, and Mrs. Jean Judkins Horner, San Antonio; and two 
sisters, Mrs. T. R. Burnett and Mrs. Vernon Brandon, both 
of El Paso. 


J. CARSWELL 

Dr. James Carswell, Jr., McKinney, Texas, died on July 
9, 1954, at a local hospital of septicemia. 

Born in Glasgow, Scotland, on December 27, 1901, Dr. 
Carswell was the son of James and Agnes Carswell. His 
family came to the United States when he was young and 
settled in Streator, Ill., where his elementary education was 
completed. Dr. Carswell attended the University of Illinois, 
Urbana, and received his medical education at the University 
of Illinois College of Medicine, Chicago, having been grad- 
uated in 1927. He interned at the Swedish Covenant Hos- 
pital, Chicago, 1927-1928, and practiced in that city for a 
year. He practiced medicine and surgery in Camden, Maine, 
from 1929 until 1944 when he began a residency in thoracic 


surgery at the Herman Kiefer Hospital, Detroit. He was 


Dr. JAMES CARSWELL, JR. 


appointed to the staff of the Veterans Administration Hos- 
pital, McKinney, on January 1, 1947, and served as chief 
of the thoracic surgery section until the time of his death. 

A member of the Texas Medical Association since 1948, 
Dr. Carswell also had belonged to the American Medical 
Association. He was president of Collin County Medical 
Society and a member of the Texas Surgical Society, the 
American Society of Thoracic Surgery, the American Tru- 
deau Society, and the National Tuberculosis Association. 
He was a diplomate of the American Board of Thoracic 
Surgery and an active participant in the organization of the 
Bandera Conferences, later known as the Koppa Conferences 
at Hunt, Texas, which are dedicated to the control of 
tuberculosis in Texas. Dr. Carswell served as clinical assist- 
ant professor of surgery at Southwestern Medical School of 
the University of Texas, Dallas. He was a member of the 
vestry of St. Peter’s Episcopal Church, McKinney. 

Dr. Carswell is survived by his wife, the former Miss 
Agnes Chapman; his mother, Schenectady, N. Y.; and two 
sons, James Carswell, Chicago; and Ross Carswell, serving 
with the United States Marine Corps in Japan. 
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